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What is Accreditation ? 


at their Biennial Convention this year agreed 
that a pilot study should be undertaken as a 
first step rotted the establishment of accreditation of 
schools of nursing in Canada. On page 877 of this issue 
mention is made of several of the best known of these 
schools in the eastern half of Canada and in relation to 
such progressive centres the words ‘ evaluation’ and 
‘accreditation ’ may sound strange. But the idea is not 
new to Canadian nurses, for in May 1945 the Association 
approved the principle of accreditation, and requested the 
Committee on Nursing Education “ to institute a plan of 
action as quickly as possible’. Limitation of funds and 
other more urgent projects, however, delayed this, but a 
gramme of evaluation was undertaken by the Canadian 
Conference of Catholic Schools of Nursing and informative 
articles appeared in The Canadian Nurse. 

An interpretation of certain of the terms used and a 
statement of principles underlying accreditation was given 
in reports issued to members at the convention in Winni- 
peg, attended by the deputy editor of the Nursing Times. 
This defined three terms as follows: 


‘ Approval’ indicates legal acceptance of a school of 
nursing (that is for registratiom), having as its aim the 
control of professional practice, But ‘approval’ can 
require no more than a minimum standard. 


‘ Evaluation’ has for its aim “ the analysis of the 
educational program of a school with a view to helping 
the school know its weaknesses and work toward an ever 
higher degree of excellence. Evaluation is a process by 
which an organization would, after a visit, an investiga- 
tion, and a report from an examiner, pass judgement on 
the quality of the school’s performance in reference to the 
stated purpose of the school ”’. 

‘ Accreditation ’ is interpreted as “ an analysis of the 
education programme of a school with a view to stating 
whether or not such a school is worthy of public recognition 
as an ‘ accredited ’ school ’’. 

This is essentially a democratic process instituted by 
the profession itself rather than by a statutory body and 
the individuality of institutions is recognized and en- 


Criteria, rather than fixed standards, are the 
basis of evaluation and judgement is accorded u the 
value of a school’s objectives- and the sincerity and 
competence shown in the pursuit of these objective. In 
an evaluation of a school of nursing, attention is given to 
the practical aspects of the programme as well as to the 
theoretical, “‘ the ultimate purpose being the preparation 


EMBERS of the Canadian Nurses’ Association— 
M: national organization of over 40,000 nurses— 


of individuals to give good nursing care’. Schools should 
of course be encouraged to evaluate their own educational 


rogrammes. 

In the United States a programme of temporary 
accreditation was begun in 1951 and is now conducted by 
the National League for Nursing. 

An illuminating article on accreditation appeared in 
the August issue of the American Journal of Nursing, 
when it was pointed out that those wha may question the 
argument that the education of nurses suffers because 
schools of nursing are not run primarily as educational 
institutions but in order to provide nursing service, often 
fail to appreciate the degree to which the practice of 
nursing has changed and the speed with which it continues 
to change in order to keep pace with new developments 
both in medical science and in general education. 

The Canadian Nurses’ Association is to seek help from 
the American National League for Nursing in conducting 
the pilot study which is to be undertaken in 20 of Canada’s 
schools of nursing during the next two years. Miss Mildred 
Schweir, R.N., M.A., director of the diploma and associate 
degree programmes for the National League for Nursing, 
speaking at the convention in Winnipeg, said that the 
quality of education for nurses today controlled the kind 
of care patients received tomorrow and asked whether 
future nurses would be ‘ bored automatons or creative 
nurses ’. 

While approval of a school of nursing in the United 
Kingdom can only be granted by the particular statutory 
nursing council, these councils are limited to requiring a 
minimum standard only. There is no body which has 
authority to evaluate a school of nursing, to analyse its 
curriculum or comment on its weaknesses. The area nurse 
training committees, no doubt, have to some extent 
evaluated the several schools in their areas, but they are 
concerned only with those schools and not with how they 
compare with those of the whole country. Those schools 
of nursing which have an active education committee will 
constantly evaluate the educational methods of the school 
and the progress of developments but again there is no 
facility for comparing the aims or standards of their school 
with those of others through a national organization. 

With these facts in mind, is it not time that the 
nursing profession in Great Britain and Northern Ireland 
considered this matter so that optimum standards 
could be drawn up as criteria by some independent 
professional body and all schools encouraged to state their 
aims and their philosophy ? This would tend to place the 
emphasis boldly on the highest endeavours, and the 
minimum standards, recognized as a national essential, 
would then appear in their right perspective. , 
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Expert Committee on Psychiatric Nursin g 


THIS FIRST REPORT* of the WHO Expert Committee 
on Psychiatric Nursing of which Miss Olive Griffith, 
mental nursing officer, Ministry of Health, was chairman, 
is now published. Information on all aspects of the care 
of the mentally ill as well as on the specific role of the 
psychiatric nurse is included. The report traces the steps 
in the evolution of psychiatric care, from confinement of 
the patient for the protection of the community to efforts 
to cure him so that he can resume his place in society. The 
implications for the psychiatric nurse are shown: with this 
shift in emphasis, her care becomes more therapeutic and 
less custodial. A detailed discussion of the role of the 
psychiatric nurse is followed by descriptions of all the 
community mental health services and the nature of 
psychiatric nursing in each. The nurse’s work is considered 
under three headings—technical, social, and inter-personal. 
The importance of group activities and the idea of a 
‘therapeutic community ° within the mental hospital are 
stressed.. The education of psychiatric nursing personnel 
is also considered: the learning process in psychiatric 
nursing is dealt with at some length, and the emotional 
problems in training noted. Teaching methods are 
discussed, and minimal basic curriculum is outlined. In 
its final section, the report suggests lines for further 
studies in psychiatric nursing and the part which the 
nurse can play in research. A review of the report will be 
published later. 

* World Health Organization Technical Report Series, 1956, 
No. 105. .H.M. Stationery Office, 1s. 9d. 


Accommodation for the Single Woman 


THE BRANCHES of the Royal College of Nursing were 
invited some time ago to give their attention to the 
problem of housing for the single woman, and various 
steps have been taken in response to suggestions from 
College headquarters. Branches have written to the 
various housing authorities for information about their 
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policy in this matter and many in. 
teresting replies have been received, 
In order to ventilate the subject more 
fully, a meeting is being called jointly 
by the four Metropolitan Branches and 
others in the London area at which 

will be invited to open a discus- 
sion. The date fixed for the meeting, 
which will be in the Cowdray Hall at 
the Royal College of Nursing, is Thursday, September 27, 
at 7 p.m. The chair will be taken by Mrs. H. M. Blair- 
Fish, S.R.N., and the speakers are Miss H. C. Hart, 
general secretary of the National Association of Women 
Civil Servants and vice-chairman of the British Federation 
of Business and Professional Women, who will put the 
point of view of the single woman; Miss M. E. Merry- 
lees, M.B.E., secretary of the National Federation of 
Housing Societies, presenting the views of a voluntary 
housing organization, and Mr. Reginald Stamp, a former 
chairman of the London County Council Housing Com- 
mittee, who will give the local authorities’ point of view. 
Admission to the meeting is free and it is hoped that 
members of the Royal College of Nursing will bring with 
them interested friends and that a lively discussion will 
follow. Non-members of the College may also attend this 
open meeting, which should be of interest to all professional 
women. 


TO REMIND YOU ... 


September_10-12. BrRMINGHAM CENTRE OF NURSING 
EpucaTIoN; - Refresher Course on Tuberculosis. 

September 11. Lonpon. S.N.A. London Area 
S ing Contest at St. Pancras Hospital, 
2.15 p.m. 

September 13. Beprorp. S.N.A. Eastern Area 
S ing Contest at Bedford Gerieral Hos- 
pital, 2.30 p.m. 

September 13. LONDON. Nursing Times Tennis 
Finals at St. Charles’ Hospital, Ladbroke Grove, 
2.30 p.m. 


The Relation of Health to Industry 


THE BRITISH MEDICAL ASSOCIATION’s Mackenzie 
Memorial Lecture, to be held at B.M.A. House on 
September 25, is to be given by Dr. R. S. F. Schilling, 
M.D., M.R.C.P., D.P.H., D.I.H., reader in Occupational Health, 
London School of Hygiene and Tropical Medicine (as from 
September 1), and editor, British Journal of Industrial 
Medicine. This lecture, which forms part of the week’s 
programme in London for the 2Ilst anniversary meetings 
of the Association of Industrial Medical Officers, com- 
memorates the pioneer work of the late James Mackenzie 
ijn health education for industrial workers. Mackenzie was 
instrumental in forming in Edinburgh, in 1925, the 
Industrial Health Education Society. The influence of 
his society attracted the attention of many eminent 
medical men, and eventually the headquarters were moved 
to London where they were accommodated at B.M.A. 
House. The late Lord Moynihan and the late Lord Horder 
were closely associated with the work of the society which 
carried out a large amount of preventive public health 
work among industrial workers, many doctors giving their 
time for talks on health to industrial audiences. At the 

of the war, when James: Mackenzie’s health 
failed, the society was wound up, for not only was it 
impossible to replace him at that time; but the work 
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which he had done so much to initiate and develop was by 
then becoming part of a definite and recégnized public 
service. To commemorate his work, the B.M.A. instituted 
a ‘James Mackenzie Lectureship’ on The Relation of 


Health to Industry. 


Psychi atric Nursing Consultant 


Miss I. MARWICK, MATRON of Tara Hospital, 
Johannesburg, South Africa, has recently spent four 
months in the Far East as psychiatric nursing consultant 
for the World Health Organization. She has visited India, 
Burma, Singapore, Hong Kong, Penang, the Philippines 
and Formosa. She is returning from Geneva to South 
Africa via London, where she will spend 10 days. Members 
of the Society of Mental Nurses, the Mental Hospital 
Matrons Association, the Chief Male Nurses Association 
and the Mental Health Tutors are meeting at the Maudsley 
Hospital, Denmark Hill, London, S.E.5, on Thursday, 
October 4, at 6 p.m., when Miss Marwick will speak about 
her experiences. 


Northern Ireland Appointment 


Sir FRANK MONTGOMERY, who has been chairman of 
the Northern Ireland Hospitals Authority since its 
inception in 1948, has resigned because of ill-health. He 
is succeeded by Mr. W. McKinney, former vice-chairnian, 
and Mrs. M. Mackie, the chairman of the Mental Health 
Services Committee, will take over as vice-chairman. 


New Institute of Pathology 


A NEW INSTITUTE OF PATHOLOGY attached to the 
General Hospital, Newcastle upon Tyne, was recently 
declared open by Sir Harold Himsworth, kK.c.B., secretary 
of the Medical Research Council. In a specially designed 
beautiful modern building are three services—hospital 


Leisure Time Competition Results 


A photographic competition organized by the Student 
' Nurses’ Association, and the Nursing Times for 
members of the S.N.A. See also page 871. 


STUDENT NURSE PRIZEWINNERS 
First prize £10 Muss DALE, 
City Hospital, Derby. 
Second prize £5 Miss J. LENTHALL, 
Third prize £2 Manchester Royal Infirmary. 


Three merit prizes £1. each 


Miss E. PaGett, Children’s Hospital, Bristol. 

Miss S. ANDERSON, Friarage Hospital, Northallerton, 
Yorks. 

Miss M. JoHNson, Westminster Hospital, London. 


pathology, public health pathology and blood transfusion. 
The hospital pathology department will also serve many 
hospitals in the surrounding area outside the Newcastle 
Group. The public health laboratory will serve the whole 
of Northumberland, most of Tyneside and part of North 
Durham. The blood transfusion department is the 
regional laboratory and headquarters, and supplies the 
whole of the Newcastle Region. The blood donor part of 
the new accommodation is situated on the ground floor, 
with easy access for donor members of the public. 
Histological, haematological and biochemical laboratories 
are on the first floor, where there are also rooms for the 
director and his staff, photographic section and a museum 
which can also be used as a lecture room. The public 
health laboratory and bacteriology department occupy 
the second floor, and on the top floor are the animal house 
and experimental laboratories. 


PALESTINE REFUGEE GIRLS STUDY NURSING IN LONDON 


Above: four of the Palestine refugee girls now studying at the 
Bolingbroke Hospital, Wandsworth, with, seated left to right, Miss 
A. Lane, matron, Miss Fernan Prager, chief nurse, UNRWA, 
who recently paid a short visit to this country, and Miss M. G. 
Lawson, OBE. deputy say | nursing officer of the Ministry of 


Right : two of the student nurses from Palestine in a ward at the 
3 Bolingbroke Hospital. 


"THE United Nations Relief and Works Agency for Refu- 

gees (UNRWA) selected 18 Palestine refugee girls for 
a three-year nurse training course which is being provided 
by the British Government. Fourteen of the girls came 
at the beginning of 1955 and the remaining four in 
January 1956. At the end of their training they plan 
to return to the Middle East to do nursing among the 
refugees, of whom there are over 900,000. 


j 
77 
| 
} 
= 4 
| 
. d ies CEA 


Nursing Times, September 7, 198 


NEUROSURGERY 


by MARGARET M. CRIPPS, Theatre Sister, West End Hospital 
for Neurology and Neurosurgery, London. 


EUROSURGERY is to some people, especially 
those who know very little about it, something 
to be kept well away from, but, having seen 
and learnt something of it, it becomes one of the 
most interesting and satisfying branches of surgery. 

All theatre work is much more efficient and pleasant 
if the theatre is run as a team, but for neurosurgery it is 
essential to have a well-trained team of surgeon, anaes- 
thetist, assistants and runners. The surgeon must be 
able to have complete confidence in this team and the 
most junior person in the theatre is just as important to 
the success of the operation as those who are at the 
operating table. 

It is of course necessary to have a well-planned 
theatre suite. It should be properly air-conditioned and 
maintained at an even temperature and,an efficient 
emergency electricity supply is essential. The theatre 
must at all times be as clean and sterile as possible as 
any infection introduced into a brain can be fatal, or 
may cause irreparable damage, such as post-operative 
meningitis, cerebral abscess, 
paralysis of limbs, etc. 

Furniture and equipment 
is similar to that used in all 
theatres with the addition of 
the cérebellar chair for use 
when patients are required in 
the sitting position for opera- 
tions on the cervical spine or 
posterior fossa explorations. 
Furniture and walls are carbol- 
ized before every session and 
where possible all equipment, 
including sharp instruments, is 
dry sterilized at 30 lb. steam 
pressure for five minutes. Such 
things as lotion thermometers 
and gutta percha tissue are 
stored in suitable sterilizing 
solutions. Dressings are auto- 
claved in the usual manner and 
electric and air-driven drills are 


tissue and packed in a drum. 
Extra care is required when 
sterilizing drills as they must 
be completely dry before being taken out of the autoclave. 

-One of the most important things in neurosurgery 
is to be able to control bleeding, and, where possible, 
vessels are sealed before dividing either by means of 
diathermy, or with small silver or tantalum clips. The 
diathermy and suction apparatus must always be in good 
order and it is advisable to have a second unit ready for 
use in case of any breakdown. : 

Before a craniotomy is performed an intravenous saline 
drip is started and changed to blood if n During 
the operation a record is kept by the anaesthetist of all 
stages of the operation and of the — s reaction, 


pulse, respiration and blood pressure, etc. 


There are several categories into which neurosurgery 
may be divided, but the two most common are operations 
on the skull and on the spine. 


Operations on the Skull 


1. Burr-hole 


This is a small hole drilled in the skull, usually under 
local anaesthesia. Through this hole the surgeon inserts 
a brain cannula, through which he can evacuate clots, 
take a biopsy of a tumour or insert air or dye into the 
ventricles for X-ray purposes. 


2. Osteoplastic Flap or Craniotomy 
This is a more serious operation which entails 
‘ turning a flap ° over the area to expose a larger portion 
of the brain. The line of the skin incision is usually 
infiltrated with local anaesthetic or saline and adrenalin 
to make the layers more distinct and as an aid to 
haemostasis. The skin flap is made by means of a scalpel 
and diathermy and bleeding 
controlled with artery forceps 
which are left on until the end 
of the operation. The skin flap 
is turned back and wrapped in 
gauze. Four holes are made in 
the bone with a perforator and: 
burr or an automatic drill, and 
the bone between these holes 
is cut with a wire saw. The 
bone flap may be removed 
completely and put back at 
the end of the operation, or it 
may be fractured on the fourth 
side and turned back in the 
same way as the skin flap. 
Bleeding from the bone is con- 
trolled with bone wax. The 
dura mater is carefully lifted 
with a sharp hook and a small 
incision made with a sharp 
pointed knife or tenotome. The 


; A photograph taken with the theatre camera, of the +..~:.: “agen ~ 
carefully wrapped in gamgee 7 Pholograph taken with the theat fog, 7 me the brain incision is continued with fine 


tumour to be removed. 


dural scissors and bleeding 
stopped with haemostasis clips 
or weak diathermy. When the 
dura has been turned back and carefully wrapped in wet 
lintine, the tumour is removed with diathermy. Great 
care is needed to keep the operative field free of blood 
by saline irrigation and suction. 

When the tumour has been removed and all bleeding 
stopped, the dura is closed with interrupted black silk 
stitches on fine spring-eye needles. The bone flap is 
replaced and the pericranium sutured with silk. The skin 
flap is also sutured with black silk on needles of the 
surgeon’s choice and the skin is sutured with black silk 
on fine straight cutting edge needles. This operation is 
often complicated by raised pressure inside the skull, due 
to an expanding tumour in a confined space. Herniation 
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of the brain through the hole must be guarded against. 
Haemostasis of engorged veins is often extremely difficult 


to achieve. 


Posterior Fossa Exploration 
This operation is similar in principle to the above. 
The patient may be either in the prone position with 
ilows under the chest or sitting in the cerebellar chair. 
he incision is in the occipital region and‘ the cerebellum 
_jsexposed. The bone is removed by making a burr hole 
which is enlarged by means of bone cutting forceps. 


Operations on the Spine 
For spinal operations patients are usually in the 
lateral or prone position, apart from operations on the 


cervical spine when are usually sitting in the 
cerebellar chair. 

The general technique of spinal operations is similar 
to that used in operations on the skull. After displacing 
the muscles, the spine and laminae of the vertebrae are 
removed, exposing the spinal cord and its surrounding 
dura mater. For the removal of tumours of the cord it 
is necessary to open the dura, but for intravertebral 
discs or bone lesions this is not necessary. The wound 
is closed in layers without replacing the bone removed. 

It will be seen that the principles of neurosurgery 
are the same for all operations, but it must always be 
remembered that the brain and spinal cord are the nerve 
centres of the body, and damage to these may have a 
lasting effect which can rarely be rectified. 


Neurosurgical Nursing 


by KATHLEEN REYNOLDS and ANNE MacCORMACK, Ward Sisters, 
West End Hospital for Neurology and Neurosurgery, London. 


HE nursing care of a patient suffering from a 

neurological or neurosurgical disorder demands 

from the nurse a high standard of practical and 

theoretical nursing knowledge and because of the 
very exacting nature of the work a trained nurse of mature 
character is needed; she will undoubtedly find reward 
in this varied, interesting and satisfying work. 

The following is a general account of the nursing 
care of a post-operative supra-tentorium craniotomy 
immediately following operation. ‘ Specialling’ of the 
patient during this time is essential, as the vital centres 
of the brain have been involved and it is by meticulous 
observation and recording of those observations that the 
progress or otherwise of the patient will be indicated. A 
divided or modified head injuries bed should be wheeled into 
the theatre to receive the patient directly from the operating 
table and then taken to a recovery room which should 
ideally be proximate to the theatre and the ward. It is 
most important that the patient is moved from stretcher 
to bed as little as possible during the first 24 to 48 hours of 


the post-operative phase. 


Nursing Position Important 

The position in which the patient is nursed is of para- 
mount importance and the deciding factors will be blood 
pressure, the level of consciousness and the degree of 
paralysis present. If these be considered satisfactory, the 
position should be with head and shoulders well raised, 
either by pillows or using a special bed as mentioned above. 
The patient should lie on the side opposite to the site of 
operation for the first six to eight hours and after this, 
unless orders have been given to the contrary, the patient 
must be turned from side to side, but great care of the 
head must be exercised. Ideally, one nurse should stand 
behind the bed ‘ steadying’ the head as the patient is 
turned. After each turning all pressure points must be 
treated in the traditional way and effective use may be 
made of Sorbo pads, pillows and sandbags. Watch should 

be kept for any signs of foot drop. 
At this stage detailed recordings using a special chart 
are made of blood pressure, temperature, pulse, pupil 
Teaction, response to verbal and painful stimuli, as fre- 


quently as every 15 minutes, but as the conscious level 
and condition of the patient improve so they may be 
recorded half-hourly, hourly or two hourly as may be 
necessary. Any dramatic or steady rise or fall in blood 
pressure or pulse rate and pupil reaction and change 
during this stage is a sure sign of danger and must be 
reported immediately. 

Any fit occurring must be observed and recorded in 
detail. A clear airway must be maintained. Any drugs 
or medicines given, the urinary output and fluid intake, 
must all be part of the picture on the special chart. 

Feeding will be according to the patient’s condition 
and may very well be by Ryle’s tube if there is absence 
or diminution of swallow reflex. 

Physiotherapy is commenced in the very early stages 
of post-operative recovery and its importance cannot be 
too strongly emphasized. 

Complications commonly occur during this time and 
if understood can be simply dealt with; if not understood 
the result may be most serious. There may be vomiting 
and a persistent headathe, which may be due to raised 
intracranial pressure, and this may be relieved by a 
magnesium sulphate rectal infusion or may need a ventric- 
ular tap. Restlessness may only be due to overtight head 
bandage or to a distended bladder, but continued, with 
pallor and a falling blood pressure, may indicate intra- 
cranial haemorrhage. 

The following observations are made in order to help 
to assess the degree of consciousness: inequality, size or 
‘ fixing’ of pupils when testing for reaction to light; 
diminished or absent corneal response; response to verbal 
or painful stimuli; diminished cough or swallow reflex; 
variation of pulse rate and volume of blood pressure; body 
temperature and respiratory rate. 

To help assess degree or localization of further brain 
damage or post-operative haemorrhage the following obser- 
vations are made: detail of any generalized or Jacksonian 
fit; decrease of voluntary movement of limbs; asymmetry 
of face ; visual or speech disturbances ; disorientation to time 
and place; incontinence of urine or any unusual behaviour. 

All these observations, of course, must be balanced 
against the careful study of the pre-operative condition 
of the patient. 


[Photographs of the West End Hospital for Neurology and Neurosurgery appear on pages 873—876. ] 
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TEAM NURSING 


| at the Central Middlesex Hospital, London, N.W.10, 


team of nursing personnel (student nurses or student 

nurses and assistant nurses), and is responsible for 
the complete nursing care of a group of patients. Patients 
in a ward can be divided into groups—a 25-bed ward 
would have two groups of 12 and 13 patients and a team 
with its leader would be responsible for each group. 
Emphasis is on the team leader, who must have the 
ability to lead. 


OBJECT OF TEAM NURSING— 


—to revolve the complete nursing care the patients 
require around the patients; each member of the team 
takes part in the complete nursing care of her group of 
patients; a nurse is not assigned a specific duty, such as 
giving medicines to a ward of patients; _ 

—to give more individual nursing care to the patients 
and to make the best possible use of the abilities and 
qualifications of the members of the team; 

—to give the patients the opportunity of knowing 
the particular nurses responsible for their well-being; 

—to give the medical staff the advantage of the 
knowledge the nursing staff have gained by their greater 
contact with the patient; 

—to give the staff nurse responsibility for the com- 
plete nursing care of the patient and to give her bedside 
contact with the patient and the student nurse; 

—to give her time and opportunity to nurse acutely 
ill patients and to converse with the medical officers 
regarding the patients for whom she and her team are 
responsible ; 

—to encourage the trained nurse to remain for a 
longer period in the hospital service (it is hoped to achieve 
this by increasing the scope of the trained nurse’s respon- 
sibilities and giving her more satisfaction in her work); 

—to give the junior nurse from the beginning of her 
training the opportunity of taking an interest in the 
complete nursing care of her patient; this should help 
to prevent some wastage of student nurses who do not 
find satisfaction in their training, particularly at the 
beginning when they may only be assigned tasks having 
little contact with the patients; wastage of student 
nurses has proved to be higher in the first year of nursing 
than at any other time. 

For team nursing to operate successfully the ward 
sister must believe in it, be co-operative and have the 


ability to organize it. 
STAFF REQUIRED FOR TEAM NURSING 


(Based on 25-bed ward; split hours of duty ; 48-hour week.) 
(a) Day duty span 8 a.m. to 8 p.m. 

Two teams of four nursing staff each consisting of 
one staff nurse, one third-year nurse, one second-year 
nurse (or first-year), one first-year nurse. (The team could 
include an assistant nurse.) This allows for two teams of 
two nurses to be on duty at one time; this being the 
minimum who could satisfactorily care for 12—13 patients. 
(b) Night duty span 8 p.m. to 8 a.m. 

Two nurses for the whole ward. Detailed nursing 
care required during the period 8 a.m. to 8 p.m. is not 
required during the night hours, 

Team nursing was recently undertaken in an acute 
surgical ward of 25 beds for a short period. The comments 


A TRAINED staff nurse, who acts as the leader, has 


with comments by a staff nurse and a student nurse. 


below are those of the staff nurse and the junior nurse. 
These reports were written entirely by the nurses, who - 
were asked for their observations. ~~ , 


STAFF NuRSE’S REPORT 


“With sufficient staff the above system, in my 
opinion, is a very good method of running a general] 
ward. The patients appear to have more attention from 
the same group of nurses and therefore seem to gain more 
confidence in their treatments. There is more variety 
for the nurses, as the work is shared better. For example | 
—junior nurses’ duties are not confined to toilet rounds 
and the various duties a junior nurse has to do. The 
staff nurse and senior nurse, having fewer patients to 
concentrate on, find more time to instruct the junior 
nurses and supervise them, therefore preparing them for 
the senior nurse post. On the whole the nurses appear 
to take more interest in the diagnoses and treatment of 
their patients. Nurses find this system an -advantage 
when there are two staff nurses in a ward as they only 
have to cope with the methods of their own staff nurse.” 


JuntorR NurRseE’s Report. (This nurse was on her first 
ward after the preliminary training school.) 


“As a junior nurse I found our month of group 
assignment extremely interesting and I think we benefited 
from this system in many ways. The most obvious 
change was in the variety of work we were called upon 
to do. The morning routine treatments took half the 
usual amount of time and therefore we were free to do 
other work, such as assisting with the dressings, and I 
found that I learnt a good deal about the more senior 
work of the ward in those four weeks. Also, I did find it 
much easier to concentrate on 12 patients’ illnesses and 
really understand them than on 25. This system certainly 
allowed the nurse to become really acquainted with the 
patients, and; of course, vice versa, and it was possible 
to take a greater personal interest in them than usual; in 
fact we guarded our own patients quite jealously. I 
know that when a change in the arrangement of the beds 
had to be made on one occasion, we felt it was quite 
wrong to lose one of our patients to the other side. | 
enjoyed working as one of a team of four, as after a week 
we found we could work as one, knowing each other 
extremely well. 

“We did have our drawbacks once or twice. Occa- 
sionally a patient might not quite understand the system 
and would be rather indignant about the fact that the 
nearest nurse could not see to her requirements. How- 
ever, that was not a very big problem when we had 
sufficient nurses, that is, four in a team and one relief 
nurse. Discretion also had to be used when one side of 
the ward was much heavier than the other and a com- 
promise had'to be reached. At first it was very difficult 
to decide just where the system began and ended, but 
after the first week I, personally, found it ran very 
smoothly and amicably.” 

The comments received from the patients were, in the 
main, appreciation of the increased attention they 
received and having the various tasks they required 
undertaken for them by their own team of nurses. 

The ward sister found that the pressure of the ward 
work in general was very much relieved. 
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“Book Reviews 


A Pocket Gynaecology 

S. G. Clayton, M.D., M.S., F.R.C.S., F.R.c.0.G. ( J. and A. 
Churchill Limited, 104, Gloucester Place, London, W.1/, 
10s. 6d.) 

The title A Pocket Gynaecology is in itself most 
descriptive of the book. The author is to be congratulated 
on the way he has set out the various items and dealt 
with each so briefly and effectively. 

The diagrams are clearly defined and pleasing to 
the eye. The book would be a very good reference for 
the trained nurse and invaluable to the nurse in training. 

M. J. W. T., M.T.D. 


Physiotherapy in Some Surgical Conditions 


—by Joan E. Cash, B.A., M.c.s.P. (Teacher’s Certificates). 
(Faber and Faber Limited, 24, Russell Square, London, 
W.C.7, 217s.) 

Miss Cash’s second book, on surgical conditions, has 
been eagerly awaited since the publication of her first 
volume on medical conditions and now we have a most 
helpful and welcome addition to our literature, one which 
every practising physiotherapist would wish to find in 
his or her reference library. 

In addition it is invaluable to the senior student, 
giving the anatomical and physiological background from 
which the signs and symptoms are logically deduced, with 
emphasis on those of particular interest and importance 
to the physiotherapist. 

Following the pattern of her first volume, Miss Cash 
considers the broad principles of treatment leaving the 
detail to be filled in by the individual worker, thus 
stimulating constructive thought and ensuring an 
individual approach to the problem of each patient. The 
book is well illustrated by line diagrams and photographs, 

The first two chapters on wounds and local infections 
are clearly and comprehensively dealt with by Miss B. 
Chatwin. 

The section on fractures is perhaps controversial on 
some points, for example the use of abduction splints in 
injuries of the shoulder region and U-plasters for spiral 
fractures of the mid-shaft of humerus. It is obvious, 
however, that in these matters, as in the date of starting 
and the rate’of progress of physical treatment, the wishes 
of the orthopaedic surgeon must be followed. 

B. 


Psychology Applied to Nursing 
(fifth edition)—by Lawrence Augustus Averill, pH.p. and 
Florence C. Kempf, R.N., B.S., A.M. (W. B. Saunders 
Company, 7, Grape Street, London, W.C.2, 30s.) 

This is a new edition of a book written by a professor 
of psychology and a professor of nursing education. 
There has been some re-arrangement of chapters. To 
quote from the preface: ‘‘ the authors have deemed it 
logical to include in Unit 1, along with the original 
Chapter 1 on ‘ Psychology, Adjustment, and the Student 
Nurse’, old Chapters 17 and 18, ‘ Psychology in Nursing ’ 
and ‘ Psychology at Work in Today’s World ’, which now 
become Chapters 3 and 2, respectively. In this way it 
is felt that the student will become oriented to the 
Prominent place occupied by modern psychol in the 
complex modern age. With the building of this back- 


ground at the outset, she will be equipped to proceed 
into the specialized study of psychology as it is related 
to her own field of nursing.”” A number of new sections 
have been added, notably problems of nursing related to 
specific modern diseases. 

Each chapter is followed by a list of ‘ Thought 
Problems for the Student’ and suggestions for reading. 
Tutors may find reference to some of the questions helpful, 
if their own ideas have run dry, but few of the ks 
referred to are in general use in this country. 

It,is not a book which is likely to be much read over 
here, which may be just as well, for one misses the vital, 
warm, person to person, living aspect of the subject. 

P D. W., S.R.N., S.C.M. 


Neurological Nursing 
A practical guide.—by John Marshall, M.D., M.R.C.P., M.R.C.P.E., 
D.P.M. (Blackwell Scientific Publications, 24-25, Broad Sireet, 
Oxford, 18s. 6d.) 

This is an excellent textbook and one that I feel 
fulfils a need for nurses in the neurological and neuro- 
surgical field. It is essentially a practical book, and is 
full of very sound ideas and suggestions towards making 
the nursing of this group of patients of real interest. 
There is full detail of the principles underlying treatment 
so that the nurse may have an intelligent understanding 
of what she is doing and why. 

The book covers every aspect of the work—' The 
Admission and Examination of the Patient’ and ‘ The 
Psychological Approach to the Patient with Neuro- 
logical Disease ’ are especially illuminating chapters. 

I unhesitatingly recommend the book to nurses— 
particularly those engaged in this work, but it also 
cannot fail to be of interest and use to all nurses engaged 


in hospital work. 
M. F-G., S.R.N. 


Professional Negligence 


—by J. P. Eddy, Q.C., with a foreword by the Rt. Hon. Sir 
Alfred Denning. (Stevens and Sons Limited, 119-120, 
Chancery Lane, London, W.C.2, 13s. 6d.) 

Messrs. Stevens have published in the form of a 
small book the text of a series of lectures delivered as the 
Travers Memorial Lectures at the City of London College 
by J. P. Eddy, g.c. The theme of the series was profes- 
sional negligence, and the lectures which now form two 
chapters of the book are of particular interest to nurses 
and to those who are concerned with their professional 
responsibilities towards their patients and their employing 
authorities. 

The first chapter of the book deals with the general 
principles of the law of negligence in contract and in tort. 
It explains concisely, and with a clarity which is particu- 
larly helpful to readers with little or no previous knowledge 
of the subject, what constitutes a duty to take care; a 
duty to exercise a fair, reasonable and competent degree 
of skill; and how a breach of these duties may render a 
professional man or woman liable, in negligence, for 
damage caused to the person to whom the duties were 
owed. Chapter 4 is the other chapter of particular interest 
to nurses. It deals with the responsibilities of hospitals 
and their staffs towards their patients. 

It is pointed out that payments by hospital authorities 
in compensation rose from {7,500 in 1948/49 to £153,000 
in 1953 and a moderate and reasoned explanation of this 
enormous increase is suggested. Four principal reasons 
are given : 

(1) The changed status of the local and teaching hos- 


pitais ; 
(2) the payment of hospital staffs; 
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(3) the Legal Aid system; 
(4) changes in the law brought about by decisions in 
the High Court. 

The fourth reason forms the major part of the chapter 
which traces through the decided cases the changes 
which have gradually come about in the law relating 
to the liability of hospitals and their staff. All the 
principal leading cases are referred to in the same clear 
and readable style which runs throughout the book and 
the important case of Cassidy v. Ministry of Health 
which made hospital authorities responsible for the 
negligence of their staffs is quoted at length in a very 
useful summary. 

The other chapters of the book are devoted to profes- 
sions other than nursing and medicine and have consider- 
able general interest. M. E. D., LL.B. 
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Books Received 


An Introduction to Human Biology for Students in Schools of 
Nursing, Physiotherapy and Physical Education.—y .\/arjorie 
F. Martin, B.Sc., Ph.D., F.Z.S. (English Universities Press 
Lid., 12s. 6d.) 


The Mathematics of Dosages and Solutions for Nurses.—by 
Ira Lunan Ferguson, M.S.P.H., Ph.D., and Elizabeth §. 
Ferguson, B.A. (W. B. Saunders Co., 23s.) 


Mental Health and Personal Responsibility. Proceedings of a 
Conference held at the Royal Hall, Harrogate, April 12 and 
13, 1956. (National Association for Mental Health, 5s. 6d.) 


Getting Married. A Family Doctor Special Issue.—edited by 
I. Harvey Flack, M.D. (British Medical Association, /s.) 


WAYS IN WHICH THE NURSING CURRICULUM 


COULD BE IMPROVED 


Challenging suggestions from the 
B.M.A. prizewinning essay (1956) 
for trained nurses in hospital. 


by P. E. GOWING-SCOPES, Ward Sister, University College Hospital, London. 


be borne in mind: the syllabus; the method of 

examining; and the mental capacity and general 
ability of the pupils. 

The general nursing curriculum is known to all 
nurses : it takes approximately three years to complete. 
The examinations consist of a number of two- to three- 
hour written papers and just one half-hour practical 
examination. The candidates have mostly stayed at 
school until the age of 16, and are keen to enter the 
profession. 

The requirements of the State are large, and the 
biggest group needed is the nurse in training and young 
staff nurse. To provide for these requirements, the 
training must be made mentally attractive. The respon- 
sibilities accompanying nursing are great so it should 
be taught in a way most easily absorbed by the majority. 


Ts alter a curriculum there are three factors to 


First, the syllabus. Most of it is essential but the 
section on First Aid and Communal Health can be 
curtailed; public sanitary arrangements are now part 
of our civilization and although of interest, sewerage 
works do not assist in making a patient comfortable and 
at ease. A short description of various religions from 
the nursing viewpoint might facilitate dietary difficulties 
in-connection with the invalid cookery section. It would 
also ensure certain religious rites being carried out at 
crucial moments of life and death. 

There is a section, newly added, on the introduction 
of obstetrics, a splendid idea, but if it is to include the 
complications that could arise at this time the course 
must be complete, and not just introductory. 

Seen through a ward sister’s eyes, the nurse in 
training today appears to be very impractical, thoughtless 
and unobservant. It cannot really be true. Young 
women of today are not less sensitive than those of 
30 years ago; so it must be the fault of the training. 

The nurse in training now is overloaded with 
theoretical work. She entered the profession probably 
because she was. fundamentally practical and after a 
little nursing training becomes a very second-rate cross 


between a practical and an academic woman. The 
junior nurse is often the most practical and kindly 
member of the ward team; this lasts about four months: 
after that she is swamped by theoretical facts. To 
improve this state the subject-matter of the syllabus 
needs little alteration; it is the emphasis that needs 
altering. 


There are four sets of teachers: the doctors, the 
sister tutors, the ward sisters and the senior nurses. 
The doctors now use purely theoretical methods. This 
could be changed. Much teaching could be done on ward 
rounds, from films and from photographs. The latter 
two methods could be used by the tutors as well. The 
inclusion of a demonstration room in a hospital is a 
mistake; it should all be done in the ward by carefully 
planned co-operation between tutors and ward sisters. 

The tutor’s efforts must be guided by examination 
results; therefore, to keep the training practical, examina- 
tions must be adjusted accordingly. All practical exam- 
inations should be done in the very real atmosphere of 
the ward, sterility being real when required, and real 
patients used for examination purposes. Ward sisters 
should conduct these examinations to give the nurse a 
completely normal and usual atmosphere—the adjudica- 
tion, of course, being from an external source. 

Some written answers must be made to ensure that 
the nurse is capable of writing an adequate report on a 
patient’s condition and of making a clear and concise 
observation, but the remainder of the theoretical work 
should be answered orally—as in the first part of the 
midwifery examination. | 

To sum up: a practical profession must be taught 
practically, with a lot of help from visual aids, the junior 
nurses having mostly practical teaching and the senior 
nurses gaining the theoretical side. At the end of three 
years training one realizes one is only just starting to 
learn; then is the time to gather knowledge. Post- 
certificate courses during the five years following State- 
registration should be not only encouraged but 
compulsory. 
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A Case Study 


Bilateral Adrenalectomy and Bilateral 
Oophorectomy 


by KATHLEEN GAY, s.Rk.N., Staff Nurse, 
Copthorne Hospital Branch, Royal Salop Infirmary, Shrewsbury. 


WOMAN aged 52 was admitted to the women’s 

surgical ward on May 4, 1955, for a bilateral 

adrenalectomy and bilateral oophorectomy. It 

was performed in an attempt to prevent a further 
spread of secondary malignant deposits which had failed 
to be checked by deep X-ray therapy and testosterone 
treatment. 

The patient looked quite well, but at times she 
suffered from considerable pain; this had caused her to 
stay in bed. She had had a left radical mastectomy in 
1951; secondary lymph nodes were present. There was 
pain in her right hip and shoulder. This was proved by 
X-rays to be caused by secondary deposits in the bones. 
Deep X-ray was to be given for 18 months. 


Investigation and Treatment 


On admission to hospital routine investigations were 
carried out, including full blood count and grouping, blood 
sugar, and serum acid and alkaline phosphates. Sedation 
by sodium amytal, gr. 3, was given at night as required. 

May 6. Her temperature was 97°F., pulse 90, 
respirations 20, blood pressure 120/84. Routine nursing 
care was given. Haemoglobin was 95 per cent., white 
blood cells 4,500 per c.mm., blood sugar 75 mg./100 ml. 
Alkaline phosphates 18 units. 

May 8. The patient started a course of cortisone 
acetate, 50 mg. six-hourly by intramuscular injection. 
Sodium chloride, 4 g. orally, was given daily. The patient 
found this the most difficult part of the treatment. It was 
made more palatable by the addition of orange juice. 

May 9. DOCA. (deoxycorticosterone acetate), 5 
mg. intramuscularly, was given. A fluid intake and out- 
put chart was started, and an enema saponis was given. 
Sodium amytal, gr. 3, was given at 9 p.m. The patient 
slept well throughout the night. 

May 10. Temperature 97.8°F., pulse 96, respirations 


20. Cortisone acetate, 100 mg., was given orally. The 
patient was prepared for the theatre. Her final drink was 
given three-and-a-half hours before operation. A ‘ cut- 


down ’ intravenous infusion was begun with two vacolitres 
of normal saline and a T-shaped connection; only one 
vacolitre was in use. An indwelling Foley catheter was 
passed. This was left in place for 48 hours. Premedica- 
tion of Omnopon, gr. }, and scopolamine, gr. xis, Was given 
at 8.20 a.m. (one hour before operation). 


Special Intravenous Drip 


A Hamilton Bailey needle was tied into the vein at 
the ankle. The needle was connected via rubber tubing 
and a T-shaped connection to two vacolitres of normal 
saline. The one vacolitre of normal saline was kept 
running; the other vacolitre contained Levophed (nor- 
adrenaline), which was clearly marked on the vacolitre. 
Levophed, 4 ml., is added to one pint of normal saline; the 
vacolitre is switched on only if the blood pressure falls 
below 70 or 80 mg. mercury. The infusion of Levophed 


is regulated at 25 drops a minute, and is used as little as 
possible, for as short a time as possible. While it is in 
progress the patient’s blood pressure is taken and recorded 
every minute. The saline infusion is kept in progress for 
at least 18 hours in case of collapse. Accurate amounts 
are entered. 


The Operation 


The bilateral oophorectomy was performed first, 
through a small sub-umbilical incision. Next the right 
adrenal gland was dealt with, approach being made 
through the bed of the 12th rib, which was resected. The 
unopened pleura was displaced upwards and the right 
kidney downwards to expose the adrenal gland. With no 
actual handling of the gland, the blood supply was dis- 
sected free and tied off with 40 linen thread to allow 
removal. Since the patient’s condition was satisfactory, 
she was turned over on to her left side and the left adrenal 
gland removed in a similar manner. Precautions had been 
taken against a possible rise or fall in blood pressure, but 
fortunately the noradrenaline infusion did not have to be 
used. Throughout the operation blood pressure was 
recorded quarter-hourly. 

In readiness for the patient’s return from the theatre, 
a trolley was prepared containing a stethoscope, sphygmo- 
manometer, tray for giving intramuscular cortisone, and 
pulse and blood pressure charts. The patient’s bed was 
taken to the theatre to minimize movement. 

On her return to the ward, the patient’s condition was 
satisfactory ; she made a normal recovery from the general 
anaesthetic. Fluids were given as desired. She was 
gradually supported by pillows to prevent chest complica- 
tions. Cortisone acetate, 50 mg. intramuscularly, was 
given at 12 noon and continued six-hourly. Blood pressure 
was 110/90, pulse 124. Blood pressure was to be recorded 
quarter-hourly, pulse half-hourly. 

Blood pressure varied from 110/90 to 140/100 during 
the first 24 hours after operation ; it rose and fell at a steady 
rate, but never fell low enough to justify the use of the 
Levophed infusion. The pulse rate varied between 100 
and 124. At6p.m. her temperature was 99°F., pulse 100, 
respirations 22. All general nursing care was given, and 
pressure areas were treated four-hourly. The patient was 
lifted and mot rolled during any nursing procedure. 
Streptomycin, 0.5 mg., and soluble penicillin, 250,000 
units, six-hourly, was started; these were continued for 
five days. Physeptone, 10 mg., was given at 1.45 p.m. 
for pain, which was relieved. This was repeated at 8.45 
p.m. and 11.30 p.m. 

May //. At 6 a.m. the patient’s temperature was 
100°F., pulse 96, respirations 20. Her condition had 
remained satisfactory throughout the night. Her pulse 
rate varied between 96 and 108, blood pressure between 
128/95 and 150/90. Cortisone and chemotherapy were 
continued. Physeptone, 10 mg., was given for pain at 
2.40 a.m. and 6.40 a.m. The patient complained of severe 
back-ache; she vomited twice. The urethral catheter was 


889 


870 


released four-hourly. A second 
vacolitre of normal saline was 
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CHART SHOWING DOSAGE AND TIMES OF GIVING CORTISONE 


started at 9 a.m. 

The patient had quite a 
comfortable day. Her chest 
was troublesome at times, and 
breathing exercises were en- 
ture of benzoin was given four- 
hourly. Small amounts of clear 
fluid were vomited. Half-hourly 
variations of blood pressure 


were 120/80 to 154/110, and = 
of pulse 104 to 94. Cortisone 
was continued. Physeptone, 
10 mg., was given for pain at 


8.20 p.m. Her general condi- Friday, May 13 
tion was slightly improved. 
May 1/2. Her temperature 


at G am. was pulse 
100, respirations 20. She had 
a comfortable night. Progress 
was Satisfactory, though her 
cough remained troublesome; 
and 


some sputum was expectorated. 

At 6 p.m. her temperature 
was 99.2°F., pulse 104, respira- 
tions 20. She had had a fair 


day but complained of much 
pain. Physeptone, 10 mg., was 
given at 6.25 p.m. Blood pres- 
sure and pulse recordings con- —-- 
tinued, also chemotherapy and 
cortisone. She vomited twice. 

Fluids were taken well. The 

Foley catheter was removed, 

and she passed urine satisfactorily. An enema saponis 
was given with good result. 

May 13. Temperature 98°F., pulse 92, respirations 
20. A fairly good night: Physeptone, 10 mg., was given at 
2.40 p.m., and the patient slept for short periods. She was 
passing urine satisfactorily. At 6 p.m. her temperature 
was 98°F., pulse 88, respirations 20. She had had a poor 
day; she complained of a lot of abdominal pain, vomited 
once, and passed very little urine. A catheter was passed 
at 3 p.m.—30 oz. was withdrawn. An enema saponis was 
given with very good result. The patient felt much better 
in the evening. Cortisone, 50 mg., was given orally. 
Blood pressure was recorded at 10 p.m. and 6 a.m. 
Physeptone, 10 mg., was given at 11.5 a.m. Pethidine, 
100 mg., was given orally at 3.35 p.m. and again at 8.30 
p.m. Blood sugar was 95/100 ml., blood alkaline 9 units. 
Intravenous saline was continued. 

May 1/4. 6 am. Temperature 97.4°F., pulse 100, 
respirations 20. The patient had a good night and did 
not complain of any pain. At 10 p.m. her blood pressure 
was 150/110, at6a.m. 160/110. The intravenous infusion 
continued; the fourth vacolitre of normal saline was 
started at 3.a.m. Intravenous therapy was discontinued 
at 9 am. The patient had a comfortable day, and 
satisfactory progress was maintained. Light diet was 
given. 

May 75. Her temperature remained normal. 
Streptomycin and penicillin were discontinued. Cortisone, 
25 mg. orally, continued six-hourly. 

May /6. Temperature 98°F., pulse 88, respirations 
20. Progress was maintained. Cortisone, 25 mg. orally, 
was given eight-hourly. Pethidine, 100 mg. orally, was 
given at 8.30 p.m. 


Tuesday, May 10... Cortisone Acetate 12 noon 
50 mg. six-hourly by 6 p.m. 
DAY OF OPERATION intramuscular injection. 12 midnight 
6 a.m. 
Wednesday, May 11 Cortisone Acetate 
50 mg. six-hourly by 12 midnight 
intramuscular injection. 6 
a.m. 
Thursday, May 12 Cortisone Acetate 12 noon 
50 mg. eight-hourly by 8 p.m. 
intramuscular injection. 4 a.m. 
Cortisone Acetate 12 noon 
50 mg. eight-hourly, 8 p.m. 
orally. 4 a.m. 
Saturday, May 14 Cortisone 12 noon 
25 mg. six-hourly, orally. 6 p.m. 
12 midnight 
6 a.m. 
Sunday, May 15 ... Cortisone 2 p.m. 
25 mg. eight-hourly, 10 p.m. 
orally. 6 p.m. 
And thereafter a maintenance dose of 25 mg. twice a day. 


— 


STREPTOMYCIN, 0.5 g., six-hourly, 8.2.8.2 each day for five days. 
SOLUBLE PENICILLIN, 250,000 units six-hourly, 8.2.8.2 each day. 


May 17. Temperature at 6 a.m. and 6 p.m. 99°F., 
pulse 96, respirations 20. Cortisone, 25 mg., was to be 
given twice a day. 

May 78. Her temperature remained elevated, but 
steady progress was maintained. 

May 2/. 6 am. Temperature 100°F., pulse 112, 
respirations 20. The patient was not complaining, and 
was passing urine satisfactorily. Diet was taken well. 
Cortisone acetate, 25 mg. twice a day, was continued. 

May 22. Her temperature remained elevated. The 
continuous sutures were removed; the wound was satis- 
factory. The patient sat out of bed for bedmaking. Next 
day a small incision was made in the abdomen under a 
local anaesthetic and DOCA, 200 mg., was implanted. 

May 24. Progress was maintained. The tension 
sutures were removed; the wound was satisfactory. A 
catheter specimen of urine was sent for organisms and 
sensitivity. The patient was walking about. 

May 26. Her temperature remained elevated. The 
report on the catheter specimen of urine showed a urinary 
infection. This was treated with chloromycetin for five 
days with a satisfactory result. 

June 3. The patient was discharged home, fit and 
walking about. She had no pain in her limbs, and she was 
very contented. 

She was seen in the outpatient follow-up clinic on 
July 1. Progress had been maintained, and she had not 
suffered any pain since discharge. 


(I would like to thank Mr. J. A. Baty, 0.B.E., F.R.C.S., 
and Miss G. A. Montague, matron, for their kind permission 
to publish this case history. Also Miss Troughton Booth, 
principal sister tutor, and Miss Cowling, ward sister, for help 
and advice. } 
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Student Nurses’ Association 
members’ — 


Prizewinning entries in the 
photographic competition 
organized by the 

Student Nurses’ Association 
and the Nursing Times 


IST PRIZE, £10. Salisbury Cathedral, by Sheila 
Dale, City Hospital, Derby. 


JUDGES’ COMMENTS 


‘TBE First Prize was awarded for the photograph of 
Salisbury Cathedral (Landscape and Architecture 
section) and the judges particularly commended the 
competitor for achieving true verticals in this difficult 
subject. The clouds had good quality and the detail, 
too, was excellent. The judges considered it a very 


3RD PRIZE, £2. From the bridge at Canterbury, 
by J. Lenthall, Manchester 
Royal Infirmary. 


2ND PRIZE, £5. Seagull lighting, by Jf. 
Lenthall, Manchester Royal 
| Infirmary. 
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fine piece of photography. 

The picture of the 
seagull alighting (Animal 
Study section) very much 
pleased the judges and 
they awarded it Second 
Prize. This interesting 
and unusual picture 
showed keenness — and 
patience, for the photo- 
grapher had evidently 
waited, so as to stalk 
her subject. Evidence of 
a few out-of-focus reeds 
immediately in front of 
the camera lens was un- — 
fortunate, but this was probably difficult to avoid. The 
judges commented that the photography of birds was a 
fascinating branch and hoped this competitor would 
pursue it further. 

The judges considered that the next best photograph 
was the Leisure Time section entry also submitted by the 
second prizewinner. They therefore awarded her third 
prize for the picture taken while idling on the famous 
bridge at Canterbury. This had good composition and 
effects of light and shadow, and the picture had succeeded 
in capturing the mellow serenity of these old buildings 
by the water's edge. 


Good Attempts 


As the judges found that several other entries 
definitely reached a higher standard than any submitted 
in the Child Study section (which did not attract many 
entries), no prize was awarded in that section, but three 
merit prizes of {1 each were awarded, on which the 
judges made the following comments. 

The Somerset village church showed excellent use of 
sunlight and shadow, making pleasing patterns, and care 
had been taken to photograph it from the best angle to 
make a good composition. The kitten which earns another 
merit prize was well focused, so that good texture of the 
kitten’s fur resulted, though there was evidently insufficient 
light for an exposure with the camera held in the hand, 
and the picture was therefore badly under-exposed. An 
attractive blend of landscape and architecture won another 
merit prize—a view of Westminster Abbey seen from across 
the lake in St. James’s Park, although here again the ex- 
posure was a weak point. 

The judges expressed the hope that another photog- 
raphy competition might be held next year, and the 
closing date extended, so that S.N.A. members would 
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MERIT PRIZES 
{1 EACH 


Above left: Siamese kitten, by 
S. Anderson, Friarage Hospital, 
Northallerton, Yorks. 


Above: Wesiminster Abbey from St. 
James's Park, by P. M. Johnson, 
Westminster ‘Hospital, London, 


Left: Berrow Church, Somerset, by 
E. Pagett, Children’s Hospital, 
Bristol. 


have an opportunity to enter their holiday photographs. 
The photography specialists were enthusiastic on the 
subject of photography as a worthwhile hobby and 
pointed out that it is an essentially international form of 
art—a mother with her baby has the same appeal to 
the emotions whether the photograph happens to be 
taken in Iceland or India, in England or the South Sea 
Islands. The secret of the wide and universal appeal of 
a good photograph is that it captures and holds an 
object of interest, excluding irrelevancies that are 
normally present to distract attention in ordinary visual 
experience. 

The judges would like to congratulate the prize- 
winners and to offer their best wishes for success in a 
future contest to those who have not won a prize this 
time—though many other entries were good and several 
were ‘ near misses’ as prizewinners. 


LEISURE TIME COMPETITION 
JUDGES 


WALTER Birp, Esq., F.1.B.P., F.R,P.S., a well-known 
professional photographer. 


W. E. GINGER, Esq., A.R:P.S., who acts as a judge for 
the Royal Photographic Society; Mr. Ginger is very 
interested in the Student Nurses’ Association, his 
daughter having been a member. 


Miss I. E. SPALDING, S.R.N., secretary of the Student 
Nurses’ Association. 


Miss M. L. WENGER, S.R.N., editor of the Nursing 
Times. 


A 
| 872 
‘ 


T is surprising to find a small 
specialist hospital for neurology and 
neurosurgery housed in the heart of 
Soho. The West End Hospital, how- 
ever, suffered as much or even more 
than any other from air attack in the 
war. In 1940 the out-patient depart- _ 
ment in Welbeck Street was hit and one _ 
of the nursing staff killed. A fortnight 
later a land-mine fell near the inpatient 
department in Regents Park, shattering 
the building although this time there 
were, fortunately, no casualties. But 
in 1944 the hospital, which had been | 
repaired, was even more severely dam- | 
aged by a flying bomb, with the tragic 
loss of the lives of 11 patients and a 
nurse, while a second nurse lost her 
sight. Undaunted, the hospital bor- 
rowed beds from other hospitals and in | 
1946 a neurological unit was set up at 
St. Charles’ Hospital, Ladbroke Grove. 

In 1948, on the introduction of the 
National Health Service, the premises 


Above: @ patient's birthday tea-party 
in the Bridget Quinn Ward where two 
staff nurses, one from South Africa and 
one from Ceylon, are working in order to 
gain special experience. In this ward the 
walls ave palest green (neptune), ceiling 
pale pink (primula), the cubicle curtains 
lavender grey, and the beds spotless white. 


Left: in the X-ray department. The tomogram 
machine enables X-ray pictures to be taken on varying . 
planes by a device for focusing at different levels. ‘a 
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A double glass fronted instrument cupboard is 
situated between the sterilizing room and 
operating theatre so that clean instruments 
can be replaced without entering the theatre. 


FILMING AN 
OPERATION 


A camera is incorporated in the exceilent 
operating lamp so that coloured films can be 
taken of an operation in progress. 
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FOR MEDICAL AND 
SURGICAL TREATMENT 


In the operating theatre the lamps have green shaded glass 
and emit no heat. The table has a head rest for brain operations. 


A Neurological 


The Lilian He 
nursery, was 
suite on the top 
hospital, medical 
together in the wari 
grey and aster-pim 


of the old London Lock Hospital in Dean Street were acquired aeonstr 
to form the present West End Hospital which is now able to hou outp; 
and inpatient departments under one roof. Wards in the reconjed he 
commemorate the names of the three nurses who were casualties mar ra 
which the hospital suffered : the Margaret Paterson Ward, the Mag Johr 
Ward, and the Bridget Quinn Ward. 


There are at present 35 beds in wards on the first, second, ajfurd { 
on the ground floor is a very attractive warmly carpeted and well-a outp 
department. The excellently equipped theatre is in the basemeijittach 
the hospital are various special departments—orthopaedics, speech Dy, d 
tology, ophthalmology and otorhinolaryngology. Psychiatric aM gui 
departments have been transferred to the St. Marylebone Hospital Psyc! 
and Child Guidance. | 

The matron is Miss M. F. Fraser-Gamble, who trained duntg@ war 


at St. Mary’s Hospital, W.2, under the wise and inspiring ma¥Rip of 
M. G. Milne, 0.B.£. It was on the advice of Miss Milne that Mists G 
went out to the Johannesburg General Hospital as a staff nurse, 4 Was ¢ 
her four years there, working in the neurological unit at the 4, tha 
became deeply interested in this specialised field of nursing. 
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yétal in Soho 


d which, with the 
the old theatre 
In this 35-bed 

wal cases ave nursed 

scheme is lavender 

with gossamer-green 


onstructed 
outpatient 
hospital 
ur raids in 
t Johnstone 


d floors : 
outpatient 


mttached to 


derma- 
M guidance 
Psychiatry 


War years 
of Miss 
ser-Gamble 
Was during 
,» that she 


The duty room, Margaret Paterson Ward, where the doctors write up their notes. 
Note the special trolley with folders for case notes and X-rays; the lower section is 
laid as the doctor's examination trolley. 

One of the physiotherapists discusses case notes with sister in the Margaret Johnstone 
Ward where lavender grey walls, very pale pink curtains and white counterpanes 
make a pleasing and soothing colour scheme. The case sheets hanging on the walls 

ave in plastic-backed cases which do not clatter when replaced. 


> 3 
~ i 
ta / 
> 
| 
| 
. 
Lolle 
com 
ard 
- 
~ 
4 
| | | | 
vii 
’ cor em 16 
a 
Mis 
| 


with toys, a vocking horse and pictures. 
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OU 
WAITING 
ROOM 


—the particular pride of the 
hospital. It ts cheerfully car- 
eted and has cherry-red plastic 
— upholstered chairs, tropical fish 
tank and pictures from the Red 
Cross picture service. It ts sug- 
gestive of a hotel lounge or airport 
waiting hall, vather than the older 
type of outpatient waiting room, 
It is flanked down one side by 
the consultants’ rooms. About 
200 outpatients attend a week and 
the appointments system . works 
satisfactorily. Note chairs 
grouped round small tables, 


ROOF 
GARDEN 
im 

OF 
LONDON 


The flat roof with gay flowers in brightly painted 


THE NURSERY tubs which ave the special hobby of Miss M. Fraser- 
Gamble, matron. Ambulant patients have the use of 
The children’s ward contains two or this little roof garden in the midst of Soho in the 
oy more cots or beds, according to need. mornings, the staff in the afternoons. 
The walls ave duck-egg blue and it is gay 
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Student nurses of the 

Winnipeg General Hos- 

pital School of Nursing 

assembled for a Capping 

Ceremony in the nurses 
home. 


. 


lm pressions 


of Canada, 1956 


by MARION M. WEST, Deputy Editor, Nursing Times. 


FTER attending the Biennial Convention of the 

Canadian Nurses’ Association in Winnipeg in June, 

I paid brief visits to Toronto and Montreal for a 

glimpse of the current nursing scene in hospitals 

and industry. This was packed into five busy days 

which began when I was met at Malton Airport, near 

Toronto, by Miss Edna Moore, director of the Division 

of Public Health Nursing, Department of Health for 
Ontario. 


Hospitals in Toronto 


I spent the following morning at the Atkinson School 
of Nursing of the Western General Hospital, Toronto, 
hearing from Miss Jean Wood, one of the instructors, 
about the experiment in nursing education which after 
five years has resulted in a complete reorganization of the 
teaching programme, with nursing education and nursing 
service regarded as separate entities. The school of 
nursing dates from 1896, when the hospital—originally 
a public dispensary in Bathurst Street—was founded to 
meet the needs of the city as it expanded westwards. 
From 10 beds it has grown to 700, with handsome 
buildings attractively set back from the roadway amid 
grass plots and trees. 

The present programme of nursing education provides 
for one yearly intake of students, in September, averaging 
about 90, with two years of combined clinical and 
academic study followed by a year of intern experience. 
The cost of the course for the first two years is approxi- 
mately $250 (about £80) and for her services during the 
third year the student receives a nominal salary and pays 
for her maintenance in the nurses residence and for meals, 
which for the two previous years are provided without 
charge, in addition to laundry and health services. The 
director of nursing, Miss Gladys J. Sharpe, is well known 
to many nurses in this country; her associate directors, 
Mrs. Blanche Duncanson and Miss Grace Paterson, are 
also respectively director of nursing education and of 
nursing service. 

From September of this year the school of nursing of 
Toronto General Hospital, which I also visited, will 


adopt a similar two-year educational programme followed 
by a year of internship. I spent an interesting afternoon 
discussing this change with Miss Mary E. Macfarland, 
superintendent of nursing, and a member of the teaching 
staff. Students already in the school will complete their 
training according to the former syllabus and under the 
new plan enrolment will take place only once each year, 
in September. Students are required to hold the minimum 
educational qualification for entrance into schools of 
nursing in Ontario, which is graduation from junior 
high school, and to have passed their 17th birthday. 
Considerable new building is at present under construction 
at the Toronto General Hospital, which will greatly add 
to the facilities of this fine hospital, established in 1820; 
the school of nursing opened to its first students in 1881. 


Industrial Health Plan 


A journey of some 60 miles by road took me next 
day to Kitchener, Ontario, where after a successful two- 
year trial period an industrial health service has been 
established by a group of small manufacturing firms 
employing from 50 to 500 persons. With initial financial 
support from federal, provincial and municipal funds 
the project was started in seven companies, six of which 
are continuing the service at their own expense now that 
the experimental period has ended. These firms are 
convinced that the benefits of the service justify the 
operating costs which are estimated at from about one 
to just over two dollars per capita per month depending 
on the number of employees. 

The medical officer of health for Kitchener, Dr. G. E. 
Duff Wilson, was the originator of the plan. It was first 
put into operation with the help of Dr. R. B. Sutherland, 
from the Ontario division of industrial hygiene, as 
project director, and Miss Florence Kudoba, an exper- 
ienced industrial nurse holding a public health nursing 
certificate, who joined the staff of the local health depart- 
ment. Miss Kudoba now acts as liaison between the 
industrial health centres in the participating firms and the 
local health department, spending the rest of her time on 


4 
ro! 
| 
5 


878 


+ 


public health nursing duties. The firms which are con- 
tinuing the service employ their own nurses on a full or 
part-time basis depending on the number of employees. 


Kitchener-Waterloo Hospital 


Before returning to Toronto I visited the Kitchener- 
Waterloo Hospital, which for over 60 years has served 
the adjoining cities of those names and whose director 
of nursing, Miss R. N. Beamish, I had met in Winnipeg. 
Viscount Alexander of Tunis, when Governor General of 
Canada, opened in 1951 the new nine-storey building, 
shaped like a large Y, which accommodates about 350 
patients. It is connected to the older part of the hospital, 
now remodelled and used chiefly for chronic patients, 
which is known as the Kathleen Scott Pavilion to com- 
memorate the outstanding service of Miss Kathleen N. 
Scott who was appointed superintendent in 1930. 

On entering the handsome lobby of the new wing the 
attention is at once drawn to an unusual series of murals 
on massive round pillars depicting the story of the Good 
Samaritan. The new building, which is carefully designed 
and attractively decorated on modern lines, offers spacious 
views of the surrounding country from its upper windows. 
The standard of equipment throughout is enviable and 
this hospital was the first in Canada to use push-button 
beds, which can be raised or lowered electrically to aid 
the work of doctor or nurse and encourage early ambula- 
tion of the patient. Over a welcome cup of tea in the 
hospital cafeteria with Miss Ruth Zinkann, assistant 
director of nursing, I met Mrs. Hubbard (née Adair), who 
since training at the Royal Victoria Hospital, Belfast, 
has settled happily in Canada and holds an administrative 
post in the hospital. 


To Montreal 


Another comfortable journey of about three hours 
by air took me the next morning to Montreal. There I 
spent the afternoon at the Division of Industrial Hygiene 
talking to Miss Margaret Wheeler, nursing consultant, 
about the way in which health service to industry is 
developing in the Province of Quebec. In this largely 
bi-lingual part of Canada, industry is mainly concentrated 
around the principal cities of Montreal and Quebec, with 
isolated services in mines, lumber mills or other firms. 

There are at present about 225 firms employing 


from the Montreal General Hospital brochure. 


Nursing Times, September 7, 1966 


Student government is @ feature of schools of 

nursing in Canada, its purpose being to 

develop co-operation and unity among the 

Students and between representatives of the 

students and staff. A Student Council! is seen 
here with a meeting in progress. 


some 350 nurses, with full or part-time 
medical supervision, “who are members 
of the Association of Nurses of the 
Province of Quebec. As with the 
Canadian Nurses’ Association since it 
adopted its new structure in 1954, the 
provincial association functions through 
two main committees, one for nursing 
service and the other for nursing educa- 
tion, with representation of each special 
interest group at all levels and provi- 
sion for separate group meetings as 
desired. 

There are no full-time educational 
courses in preparation for industrial 
nursing comparable with that given in 
Great Britain at the Royal College of 
Nursing, but I was shown the outline 
of an evening course offered at the 
School for Graduate Nurses, McGill University, through 
the Department of University Extension from January to 
April this year, which was attended by about 50 nurses 
practising in industry. A similar course was offered at 
the French-speaking University of Montreal. The 


_ emphasis in these lectures was on the wider aspects of 


public health nursing and community services which is 
the present approach to occupational health nursing both 
in Canada and the United States. 

A brief visit to McGill University School for Graduate 
Nurses gave me the welcome opportunity for a glimpse 
of the gracious building, well known to its former 
students from this country, namely the residence bequeath- 
ed to the university by Sir Edward Beatty. The library and 
classroom windows command a magnificent view over 
the city of Montreal and the St. Lawrence River. There 
I talked to Miss Elizabeth Logan, assistant professor of 
nursing, about the work of the school, which is under the 
administrative jurisdiction of the faculty of medicine and 
of which Dr. Rae Chittick is director. Every student 
enjoys the facilities of the University Health Service, 
which provides treatment for minor illnesses or accidents 
and is designed to ensure the maintenance of health 
during the university sessions. 

In Montreal I was delighted to meet Miss A. Girard, 


(continued on page 880) 


A class of student nurses attending a lecture from one of the nursing 
instructors. From the Toronto General Hospital School of Nursing 
brochure. 


| 
eo 
— 4 
as” 
4 
| 
» 
£ 
> wee 
A; 
“3: 
te 


879 


Nursing Times, September 7, 1956 
IN EASTERN CANADASs General, Hospital 


Kitchener-Water] 


Atkinson School of Nursing 


i 
‘ 
~ 


5 
A 
4 
eer be = 


(continued from page 878) 


: formerly superintendent of nursing services of the 


Metropolitan Life Insurance Company, Ottawa, and now 
la Directrice des Gardes-Malades at St. Luke’s Hospital 
which is in the French-speaking section of the city, where 
I had lunch with her. On a later occasion I had the 
pleasure of a drive down to her country cottage on the 
banks of the Richelieu River at Chambly, about 20 miles 
south of Montreal. 


Montreal General Hospital 


The magnificent new home of the Montreal General 
Hospital was something I had to see, but in a short 
visit of an hour or two one could gain but a brief and 
almost bewildering impression of its vast size and wonder- 
ful equipment. When I arrived at the entrance on Pine 
Avenue and inquired for Miss Martha MacDonald, 
associate director of nursing, I was somewhat astonished 
at being directed to “take the elevator to the sixth 
floor ’’—only to find that to be the ground floor level of 
the Cedar Avenue building, where the administrative 
offices are situated. It is an excitingly planned structure 
—its subdivisions mounting in terraces and towers to 
the topmost peak on the 19th floor which contains only 
a few single rooms for private patients, a ward kitchen, 
utility room and nurses’ station. Parts of the building 
are tunnelled into the side of the mountain on which the 
hospital stands. 

My brief tour began in the outpatient department 
on the ground floor of the Pine Avenue building, which 
has numerous suites of rooms for the examination of 
clinic patients, rooms for emergency treatment, minor 
operating rooms, recovery rooms, a coffee shop for the 
convenience of patients, abundant space for registration 
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and for the filing of records. 

One of the show places of the hospital is the medical 
library which opens from a main corridor through the 
doorway of the original old building on Dorchester Street 
with a graceful fanlight and glass side panels. In the 
main lobby of the Cedar Avenue entrance to the new 
building is the stone crest which was above the entrance 
to the old hospital, surmounting the following inscription: 


THE MONTREAL GENERAL HOSPITAL 
FOUNDED IN 1821 ON DORCHESTER STREET East 
BRINGS TO THIS SITE ITS PRECIOUS HERITAGE 
SERVICE TO THE SICK AND 
THE TEACHING OF MEDICINE 


The very fine nurses home and school of nursing stands 
on the west side of the main structure and is named 
Livingstone Hall in honour of Miss Nora Livingstone 
who was appointed ‘ Lady Superintendent’ when the 
training school was founded in 1890 and retired in 1919, 
The present director of nursing and principal of the 
school of nursing is Mrs. A. Isobel MacLeod, M.a., B.sc., 
R.N., the associate director of nursing in charge of education 
being Miss Anna A. Christie, B.N., R.N. 

Appropriately, my last visit was to the offices of 
The Canadian Nurse—the monthly journal owned and 
published by the Canadian Nurses’ Association, of which 
Miss Margaret E. Kerr, M.A., R.N., is editor and business 
manager. In their rooms on two of the upper floors at 
1522, Sherbrooke Street West, the monthly editorial 
routine was explained to me and I had the pleasure of 
meeting the staff at lunch. From there I went to Dorval 
Airport for my return flight to London, bringing with 
me many happy memories of an exciting and profitable 
tour and the hope of seeing again in this country many of 
those who showed me so much kindness and made me 
so welcome. 


QUIE i PLEASE ~ » by Bystander 


had gone to the planning; equipment of the latest; 

colour schemes and decoration a joy to the eye; the 
comfort and pleasure of the patient had been studied in 
every respect—except one. The doors of the spick and 
span new wards sprang to with a resounding bang ! 

This is a true story, and no doubt by now this 
fault has been remedied—but it did show an unawareness, 
in hospital planning, of an esséntial detail in ensuring 
quiet for the sick. And this is a comparatively cheap 
amenity compared with the thousands of pounds spent 
on expensive medical or other equipment; materials 
and methods which eliminate noise are often little if 
any more costly than those which cause it. 

When new hospital buildings or structural altera- 
tions are planned, the layout of the accommodation, all 
materials to be used, types of doors and all equipment 
to be installed, should be carefully considered from the 
point of view of noise as well as of functional efficiency. 
In existing buildings it would often pay to re-examine 
every feature with a view to. possible elimination or 
reduction of noise. 

If floor materials are being replaced, they should 


A\ had one to new hospital building: infinite pains 


_ be tested first with pilot strips laid down; and they 


should be tried out for noise, not only by nurses wearing 
ward shoes, but remembering visitors and doctors, the 
maintenance men, electricians, window cleaners and the 
newspaper men who will clump in and out of the ward, 


and up and down the corridor outside. Test also by 
wheeling different types of trolleys over the surface. 
And it should be borne in mind that the noisiness of 
different materials may vary according to the acoustic 
properties, the amount and type of furnishing and the 
size of room in which they are placed, and what appears 
satisfactory in shop or showroom may not be so satis- 
factory in a long echoing corridor or a lofty ward of the 
hospital. 

Are the walls and ceilings of the wards soundproof ? 
If not, could they be rendered so? It is bad enough to 
encounter noise within the ward, but it is an additional 
hardship for patients if noises penetrate from other wards 
or corridors, or if they can hear thumps and_ bangs 
through the ceiling. Experts will advise, and it may 
be found that better floor materials lessen noise also for 
the wards on the floor below. 

Lifts also present a problem, and the nearer their 
proximity to the ward, the louder will seem the metallic 
clang of gates and the whining hum of the older lifts in 
action. Newer lifts should be all but silent. 

Ward kitchens are a frequent source of noise and 
clatter. From the noise point of view it is ideal if the 
ward kitchen is situated beyond the ward and not directly 
adjacent to it. Where this is not possible, means might 
be found of lessening the noise and of excluding that which 
is unavoidable. Could the door be soundproofed or 
screened ? It should be self-closing and silent in opera- 
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tion. If finance permits, the installation might be con- 
sidered of an automatically opening and closing door 
operated by a photo-electric cell (also for the entrance 
door to the ward and sluice room). Inside the ward 
kitchen, non-clatter surfaces for draining board and sinks, 
rubber draining racks and plastic washing up bowls, 
all make for quieter work. Plastic crockery makes less 
clatter than china, though any requirements as regards 
standing up to sterilizing must of course be considered. 

In the sluice room and annexes noisy flushes can 
be a serious cause of annoyance; experts may be able 
to adjust the offending fitment, and when new equipment 
is needed this is a point to be considered. In the 
sluice room, again, anti-clatter surfaces are important, 
and all racks, shelves, etc., should be as ‘ noise resisting ’ 
as possible. 

When cubicle curtains are installed in the ward, it 
is very important for a silent-running fitment to be 
adopted. 


Telephone and Trolley Noises 


Unavoidably the ward telephone causes a certain 
amount of disturbance, but is the bell unnecessarily loud ? 
The G.P.O. can supply bells with a muted sound (also 
some that are extra loud !), and the softer type might 
be adequate, especially if it could be combined with a 
warning light. Obviously the staff must be able to hear 
the telephone, but the instrument itself should be in a 
lobby or alcove, or at least surrounded by a baffle- 
board screen. 

All trolleys should have anti-noise surfaces, and the 
wheels be kept well oiled against squeaking. Food trolleys 
might be made quieter if Sorbo pads were placed in 
receptacles for cutlery, both clean and used. 

Every kind of wheeled equipment should be examined 
for noise—not only theatre and other trolleys (including 
the trolley shop), but wheelchairs, soiled linen bins, 
wheeled-in oxygen cylinders or other apparatus. All 
cupboard and locker doors should be watched for squeaky 
hinges, or for stiff catches which click to sharply. 

Cleaning procedures and the equipment used should 
be reviewed. Plastic buckets for domestics, window 
cleaners, etc., or rubber cuffs on galvanized ones, lessen 
clanking, and rubber buffers round vacuum cleaners, 
polishers, brooms, etc., will muffle knocks against beds 


and furniture; if dustpans are used, they might be of 
plastic too. 

Charts, if hung on beds or walls, sometimes clatter 
when replaced or if accidentally knocked, and this should 
be a simple matter to remedy; one hospital slips its 
charts into plastic cases which do not clank when replaced 
on the wall. 

In fact, all equipment, of whatever description, 
in use in the ward should be reviewed with an eye 
to the elimination or reduction of noise—and remember 
that sounds which seem trifling in themselves go to 
swell the sum-total of noise that assaults the ears of 
the patients in bed. 

Quiet wards at night are a separate consideration, 
but if daytime noisiness has been attended to, it will 
obviously lessen noise at night too. Disturbance at night 
is most often caused by restless patients or, alas, even 
by the nursing staff! Witness the patient in a cubicle 
ward in a hospital which shall be nameless, who was 
abruptly wakened from a sedated sleep on the night before 
operation. The observation panel in the door was pulled 
open with a loud clack, a torchlight beam was focused 
on her face, and a hoarse whisper demanded to know 
“What religion?” ... 

Finally, if there is not one there already, the notice 
‘Quiet, Please—Hospital’, might find a conspicuous 
place in the roads leading up to the hospital. 


Anti-noise Sub-committee 


It might be a ‘ sound ’ idea for a small sub-committee 
of the hospital house committee to be appointed to go 
over the whole building and review noise factors, as was 
done recently by a hospital matron and secretary, as 
described in the Nursing Times of August 3 under the 
title ‘Quiet Nights in Hospital’. Possibly such a com- 
mittee might include one member of the staff (say a 
departmental sister), and one of the friends of the 
hospital committee (who would almost certainly be 
delighted to be brought into such intimate relation with 
the work of the hospital). The patients might be invited 
to co-operate, too. This sub-committee could be an 
ad hoc body, but it should be possible to call it into 
consultation when any new equipment is being ordered 
or any structural alterations or new buildings are planned. 


RHEUMATISM—A PIONEER EXPERIMENT 


‘THE British Rheumatic Association has produced a 

leaflet explaining the part now played by Bracken Hill 
House, Northwood, Middlesex, as the centre for an 
experiment in the early treatment of rheumatism. The 
house provides residential accommodation for rheumatic 
sufferers, enabling patients from other parts of the country 
to take advantage of the specialist diagnosis and treatment 
available at Mount Vernon Hospital nearby. Patients 
are referred to Bracken Hill principally from industry, 
through hospitals, or by doctors in general practice and, 
in general, it admits those who have a reasonable prospect 
of being able to return to their normal work after treat- 
ment; bed-ridden and elderly chronic cases are outside 


the scope of the experiment. 

Experience during the first 18 months since Bracken 
Hill was opened seems to indicate that it is possible to 
restore three out of five of such patients to comparative 
health and ability to work—especially when the complaint 
is detected in its early stages. Many of the patients 


admitted to Bracken Hill might have had to wait months 
—perhaps longer—for specialist diagnosis and treatment 
without the special opportunity offered by this 
scheme. 

The treatment given at the hospital is free under the 
National Health Service; moderate charges are made for 
residence at Bracken Hill (from 5 to 9 guineas per week), 
and grants from Lord Nuffield’s ‘funds and from the 
British Rheumatic Association meet the deficiency in 
actual costs. Local authorities, industrial firms and 
organizations may help to defray the fees charged in 
certain cases. 

There is an informal and friendly atmosphere at 
Bracken Hill House, with as few rules as practicable, and 
it is found that in such surroundings, and with rest and 
freedom from ordinary responsibility and worries, patients’ 
recovery is assisted, and they have the best chance of 
benefiting from the specialized treatment available to 
them at the hospital. 
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For Student Nurses 


A Suggested Answer to a State Examination Question, 
by the Sister Tutor Section, Royal College of Nursing, 


GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


FINAL GENERAL EXAMINATION. 


Surgery and Gynaecology and Surgical and Gynaecological 
Nursing Treatment 


Question 3.—Discuss the prevention and treatment of sepsis in 
a surgical ward. 


Sepsis can reach the patient from many sources, therefore 
the hospital team must be trained in methods of prevention. 


General Cleanliness. 


Modern design of hospital buildings and equipment makes 
cleaning easy and ventilation adequate. Also resulting from 
such design, the inclusion of extra beds, with subsequent 
decrease of floor space between beds, and ventilation problems, 
is less likely to occur. Ward staff, both nursing and domestic, 
are taught the importance of thorough cleaning of the ward, 
annexes and kitchen, since all these provide possible avenues 
by which infection may be transmitted to the patient. The 
use of a vacuum cleaner or spindle oil are methods of dealing 
with floor surfaces and the damp-dusting method is employed 
when dealing with ward furniture, etc. 

In kitchens the storage, handling and serving of food 
must be carefully supervised and provision made for an 
efficient washing-up service. In the sluice room the disposal 
of excreta, soiled linen and dressings must be made safe, 
and in these and all other departments flies and other insects 
must be exterminated. 

‘Good ward administration and teamwork will ensure 
that these tasks are performed correctly and in logical 
sequence in relation to nursing care and dressing of wounds. 


Personal Health. 


The admission and reception of the patient has some 
bearing upon this subject, because satisfactory adaptation 
is essential to the patient’s peace of mind and well-being. In 
addition, recognition of anaemia or septic foci is important 
and should be dealt with before surgery is undertaken. Rest, 
a suitable diet and supplementary vitamins all help to improve 
the general condition of the patient and, in so doing, increase 
resistance to infection. 

A satisfactory standard of personal hygiene will be 
achieved by means of warm baths, attention to oral toilet, 
regulation of bowel action and skin preparation of the opera- 
tion site when this is indicated. 

Pre-operative physiotherapy should be taught, including 
breathing and general exercises, both of which will aid the 
healing process later. A prophylactic course of an antibiotic 
or chemotherapeutic drug may be ordered. 

In the post-operative period the same attention should 
be given to the maintenance of a satisfactory fluid intake and 
adequate nutrition, with emphasis on the protein and vitamin 
content which are so necessary to the healing process. 


Surgical Technique. 

The technique and conduct of surgical dressings is very 
important. The nurse should be practised in the careful use 
of masks, appreciating the danger of transmitting infection 
from a sore throat; also the dangers of an infected finger. 
Wounds that require ward dressings should be exposed only 
when absolutely necessary, preferably some time after the 
completion of bedmaking and, if possible, when ward traffic 
can be reduced to a minimum. 

The nurse must be thoroughly conversant with steriliza- 
tion techniques. A strict non-touch dressing technique 


should be employed throughout. 


. Soiled dressings are put into disposable bags, or foot-pedal 
bins with metal linings may be used. Soiled instruments 
should be put to soak in a reliable disinfectant after use and 
before cleansing and boiling. 


Treatment. 


In the treatment of an infected wound the following 
measures may be required. 

1.—It may be necessary to nurse the patient with barrier 
precautions or in isolation, and the utmost vigilance must 
be kept in order to prevent the occurrence of cross-infection. 

2.—The application of local heat by means of short-wave 
diathermy or surgical fomentations may be ordered. 

3.—Incision, removal of suture or evacuation of haema- 
toma may be necessary in order to provide adequate drainage. 

4.—A specimen of pus or serum will be sent to the 
bacteriology laboratory for culture and the organisms grown 
tested for sensitivity to individual antibiotics. Treatment 
with an effective agent will be started. 

Meanwhile every effort will be made to trace the source 
of infection. This inquiry may be far-reaching and include 
tests of theatre suture materials, the efficiency of the auto- 
clave service and checking of techniques used in the dressing 
of wounds. Nasal, throat and skin swabs of theatre and ward 
teams should be taken and the organisms compared with 
those from the patient’s wound. 

When such a patient is discharged, scrupulous attention 
must be given to all aspects of terminal disinfection. Occa- 
sionally it may even be necessary to empty the entire ward 
so that thorough cleaning can be carried out and equipment 
washed, scrubbed, autoclaved or treated by means of 
chemical disinfection. 


National Assistance Board Report 


E substantial increase in insurance benefits now in 
operation brought about a decline in the number of weekly 
allowances paid by the National Assistance Board, which 
fell during the course df the year by 184,000 to 1,612,000 
(covering the needs of nearly 2}$ million people). The 
increased pensions mean that nearly 96,000 retirement 
pensioners and widows and over 15,000 sick and unemployed 
people ceased to need supplementary assistance. Payments 
of assistance during the year amounted to £98,220,000. 
These figures are examples of the scope of the work of the 
National Assistance Board indicated in the Board’s annual 
report for 1955, recently published*. 

More than two-thirds of the allowances which continued 
to be paid at the end of 1955 were as a supplement to national 
insurance benefits—880,000 to supplement retirement pen- 
sions; 113,000 to supplement sickness benefit or industrial 
injury payments (the latter about 1,000); 75,000 to supple- 
ment widows’ benefits; and 20,000 to supplement unemploy- 
ment benefit. Just over a million of the 1,612,000 people 
receiving allowances were over pensionable age. 

In November about 70,000 women living apart from 
their husbands were receiving about {7,770,000 a year m 
assistance, and some 16,000 unmarried mothers were receiving 
about £2,130,000. A good deal of work was carried out by 
the Board in tracing husbands and collecting maintenance 
payments due to wives and families where these were im 
default. Such payments, totalling £900,000, were collected 
on behalf of wives and families by the Board. 

An important function of the Board is the welfare of 
all people receiving assistance, including non-contributory 
old-age pensioners, and great care is given to all problems, 
whether of a material or a psychological nature. The report 
includes an account of the work of the Board’s reception 
centres and the Re-establishment Centre at Clent, near 
Birmingham, for long-term unemployed, where results have 
been on the whole encouraging. 


Cmd. 9781. 


* National Assistance Board—Report for 1955. 
H.M. Stationery Office, 3s. 6d. 
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HERE and 


MENTAL HOSPITAL 
MATRONS STUDY TOUR 


HE Mental Hospital Matron’s Associa- 

tion is arranging a study tour of Scottish 
mental and mental deficiency hospitals from 
September 20-28. From Dumfries the 
party will travel by coach via the Glasgow 
area, Oban, Inverness and Aberdeen to 
Edinburgh. 


HOLIDAY HOUSE PARTY 


INETY nurses of the future met at 
Embley Park, Romsey, Hampshire, the 
home of Florence Nightingale, for the 
holiday house party arranged by the Inter- 
Hospital Nurses’ Christian Fellowship from 
August 11-25. Miss Nightingale’s photo- 
graph in the spacious dining-hall looked 
down on them and at times a quiet question 
would be asked, ‘““ What would she think 
about it?’’ as 90 voices rose in eager 
cadence, bursts of laughter echoed out or 
young people hurried to and fro in sports 
attire. 
“The National Health Service is perhaps 


(Photo: Western Mail and Echo, 
Cardiff} 


Above: Miss IL.G. MORSE, 
principal tutor, Prince of 
Wales Orthopaedic Hospital, 
Cardiff, with prizewinners 
at the hospital. Miss Morse 
is leaving to become sister 
tutor at the Wimmera Base 
Hospital, Victoria, Austra- 
lia, and was recently pre- 
sented with a suitcase, travel- 
ling clock and a bird in a 


cage. 


THERE 


one of the greatest social 
reforms in the history of the 


world but it cannot meet Above: BILLINGE HOSPITAL. The Mayor of 


the patient's deeper needs’’, 
they were told by ohe 
speaker, a sister tutor. The 
qualities of a good nurse 
was one of the subjects of the professional 
talks and a service was held in the little 
chapel on the Sunday. 

From the team of 30 members of the 
fellowship came practical and welcome 
instruction as to how to prepare even now 
for the comfort and relief of their future 
patients. Practical demonstrations in 
service were made available through the 
authorities who arranged for visits to the 
neighbouring hospitals in the Winchester 
and Salisbury areas, such visits being looked 
forward to with quite as much if not more 
eagerness than the day trips. 


NEW BUILDING METHOD 


NEW nurses home under construction 
at the Victoria Hospital, Kirkcaldy, Fife. 


AMBULANCE FOR 
GRENFELL MIS- 
SION. Below: the ambu- 
lance to be based on the 
Grenfell Association's hos- 
pital at St. Anthony, New- 
foundland, which has been 
presented by the Bowater 
Paper Corporation. Many 
of their employees in the 
northern forests have been 
cared for by the doctors and 
nurses of the Grenfell Mis- 
sion. The ambulance com- 
bines the strength and light- 
mess necessary where roads 
ave bad or non-existent. 
This will be the first motor 
ambulance to be @sed in 
Northern Newfoundland. 


Wigan, Alderman A. Horrocks, presents a TV set and 
two easy chairs, given by Wigan and District League of 


Friends for the patients. 


to house 88 nurses, has made building history 
in Scotland and probably in Great Britain. 
Normal concrete construction involves 
delays while the concrete hardens. By 
using the ‘ sliding form system’, building 
continuously day and night, the new home 
was completed structurally between August 
14 and August 17; this remarkable feat, 
involving a six-storey building, measuring 
120 ft. by 36 ft., was made the more remark- 
able in that the builders linked up the 
various floors from the top down, after 
four days of upward construction. 

The home is part of a £625,000 surgical 
extension which is under construction at this 
hospital. In the new home nurses will have 
individual bedrooms, as well as a full range 
of community facilities. 


HOSPITALS GARDEN 
COMPETITION 


E London Non-teaching Hospitals 
Inter-regional Garden and Flower Com- 
petition was held for the second time this 
year; gardens entered could be anywhere 
within 10 miles of St. Paul’s. There were 
52 entrants as against 33 last year, and 
the South London Hospital, Clapham 
Common, was again the winning garden. 
The runners-up were Finchley Mental 
Hospital, and Langthorne Hospital, E.11. 
South London Hospital will, therefore, be 
allowed to hold for another year the beau- 
tiful silver cup, which was presented by the 
Worshipful Company of Gardeners. Con- 
gratulations are extended to Mr. A. T. 
Crouch and his staff. Mr. Crouch is the 
group head gardener, and has been in charge 
of the garden at South London Hospital 
since 1946. 


‘FOR CHILDREN GOING 
TO HOSPITAL’ 


SENSIBLE, simply written and attrac- 

tively designed leaflet addressed to 
mothers whose children have to enter 
hospital, called ‘Coming into Hospital’, has 
been published recently by the Central 
Council for Health Education. The leaflet 
gives good advice on how the mother 
can prepare the child’s mind so that separa- 
tion from home and family shall be as little 
of an ordeal as possible. The leaflet is 


, illustrated with a set of ‘ story pictures’ 


which should help mothers to explain 
hospital life; the price is 24d. post free, from 
the Central Council for Health Education, 
Tavistock House North, Tavistock Square, 
London, W.C.1. 
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Letters tothe Editor 


The Nurse Shortage 


Mapam.—Why are nurses always crying 
out that salary, hours of duty, and the 
daily round of mundane duties are the main 
causes for the shortage and wastage in the 
profession? ‘Comments on Nursing Short- 
age’ (Nursing Times, August 24) does 
little more than to emphasize this further. 

I do not agree with the statement that 
student nurses’ status in hospitals is not 
very high. The fact that they are the 
sisters and matrons of the future, as the 
writer points out, should convince even the 
most cynical among us that they are vital 
to the profession’s survival and progress. 
The period of training is, after all, trans- 
itory. Final success provides unparalleled 
scope and opportunities. 

I would suggest that the real cause of our 
troubles lies within ourselves and our 
attitudes. 

We cannot deny that frequent dissension 
and lack of harmony in personal relation- 
ships create tension and insecurity. How 
else can we explain some of the points the 
writer mentions ? Why is it not possible to 
have a reasonable uniformity of routine in 
different wards, or why are good suggestions 
learnt in other wards not welcome ? 

We are only too familiar with those who, 
by virtue of their position, can make life 
difficult by their petty tyranny. Sadly 
enough we cannot even claim immunity 
from prejudice and intolerance in our midst. 

We must all have met, at some time or 
another, the belligerent student nurse who 
readily accepts the privileges, benefits and 
rewards of our profession, but offers little in 
return to her patients and colleagues. The 
dissemination of frequent and _ unjust 
criticism of service conditions and senior 
staff, to which she gives voluble expression, 


is by far a greater deterrent to recruitment 
than all the other collective factors. 

What we want most of all in the nursing 
profession is a change of heart; a greater 
willingness to meet each other on _ har- 
monious levels; a more democratic approach 
to young nurses; a vigorous campaign to 
enlighten those who would do the profession 
discredit in any way. 

Importunate demands cannot and never 
will solve our recruitment problems. 

THELMA BUCHWALD, S.R.N., S.C.M. 


Great Yarmouth General Hospital 


Miss E. Cunningham, M.B.E£., matron for 
the past 23 years, will be retiring in October. 
Will any past members of the staff who 
wish to be included in a presentation kindly 
send contributions to the assistant matron. 


CHRISTMAS CARD 
COMPETITION 

Christmas cards designed by displaced 
persons in camps abroad were on show 
at a cocktail party given by Lady Caccia, 
chairman of the Adoption Committee for 
Aid to Displaced Persons, at her London 
home on July 26. The three best cards were 
judged by Lady Cynthia Asquith, Mr. Dirk 
Bogarde, Lady Brunner, Mr. Anthony 
Devas, Miss Audrey Russell, Mr. Edward 
Seago, Lady Templer and Miss Gladys 
Young. Copies of the winning entries will 
be printed and will be on sale; proceeds 
will go to help displaced persons who for 
health and other reasons are not allowed to 
leave the camps. 

Information about the committee’s work 
and the Christmas cards can be had from 
the Adoption Committee for Aid to Displaced 
Persons, 227, Edgware Road, London, W.2. 


[All letters requiring the editor’s attention must be signed. } 


Coming Events 


Childbirth Without Fear.—Grantly Dick 
Read, M.A., M.D.(CANTAB.) will talk on 
Childbirth Without Fear to the London 
Natural Health Society at the Caxton Hall, 
Westminster, S.W.1,on Monday, October 15, 
at 7.30 p.m. Open to the public—admission 
2s. Reserved seats 5s. from the secretary, 
3, Danes Court Cottages, Leatherhead Road, 
Oxshott, Surrey. 

Crumpsall Hospital, Manchester 8.—The 
annual reunion will be held on Saturday, 
October 6, at 3 p.m. All former members 
of the staff are cordially invited. R.S.V.P. 
to matron before October 1. 

Hammersmith Hospital.—The prizegiving 
will be held on Tuesday, September 25, at 
2.45 p.m. Dame Enid Russell Smith will 
present the awards. A warm invitation is 
extended to all past nurses. R.S.V.P. to 
matron. 

Medical Records Conference.—An educa- 
tional conference on medical record-keeping 
will be held in Brighton from October 2 to 7. 
The opening address, on Records and 
Doctors, will be given by Dr. Alexander 
Hall, president of the B.M.A. Particulars 
are obtainable from the conference secre- 
tary, Miss C. Lawson, s.R.N., Chase Farm 
Hospital, The Ridgeway, Enfield, Mid- 
dlesex. 


Monsall Hospital, Manchester 10.—The 
annual prizegiving and reunion will take 
place on Wednesday, September 19, at 
3p.m. Prizes will be presented by Professor 
C. Fraser Brockington. A cordial invitation 
is extended to all past members of the 
nursing staff. R.S.V.P. to matron. 

National Association of State Enrolled 
Assistant Nurses, South-West London 
Branch.—A film on Rheumatic Diseases and 
a talk by Miss Bentley, general secretary, 
will be given at St. Luke’s Hospital, 
Chelsea, on Wednesday, September 12, at 
7 p.m. Non-members admitted on pay- 
ment of Is. 

Queen Elizabeth Hospital, Birmingham. 
—The prizegiving will be held in Nuffield 
House on Wednesday, October 24, at 3 p.m. 
Sir Basil Menriques, c.B.£., J.P., will present 
the awards. 

Textiles for Hospitals—A display of 
textiles for hospital use (counterpanes, bed- 
covers and towels), will be held at the 
London Office of Vantona Textiles Ltd., 
6, Cavendish Square, London, W.1, for the 
week beginning Monday, October 15, from 
9 a.m. to 5 p.m. Supplies officers and 
hospital matrons are invited. The theme 
of the exhibition will be Fitness for 
Purpose. 
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WHY NOT have your own copy 
of the Nursing Times 

each week? Order it from your 

newsagent or write to the Manager, 

Nursing Times, Macmillan and Co. 

Ltd., St. Martin’s Street, London, 

W.C.2, for details of subscriptions. 


For Hypothermia, Glasgow 


ATIENTS undergoing cardio-vascular 

surgery and gynaecological operations at 
the Southern General Hospital, Glasgow, in 
the near future will have the benefit of a 
new body temperature control unit for 
hypothermia which enables the heart to be 
stopped during an operation for a longer 
period than has previously been possible. 

The unit, the only one of its kind in 
Scotland, and one of the few available for 
surgical work in Britain, will become part 
of the equipment of a new operating theatre 
suite to be opened at the hospital this 
month. Presented by Lord Weir, hon. 
president of G. and J. Weir Ltd., Cathcart, 
Glasgow, it marks the culmination of three 
years of study and experiment by Dr. A. K. 
Boyle, the chief anaesthetist of the group of 
Glasgow South Western Hospitals. 

Hypothermia enables intricate cardiac 
operations to be carried out, reduces post- 
surgical shock, and to some degree post- 
surgical pain, which has been found to be of 
particular benefit in the case of children 
receiving surgical treatment for cardiac 
irregularities. Hyperthermia is the reverse 
process whereby the body is restored to 
normal temperature after the operation. 

Dr. Boyle began his first experiments by 
employing ice-bags for cooling and hot- 
water bottles for the restoration of normal 
body temperature in patients, and about 
two years ago, Mr. P. D. Cowell, chief 
refrigerating engineer with G. and J. Weir 
Ltd., helped to design an experimental 
cooling unit for Dr. Boyle’s work. This 
included the lining from an ordinary ice- 
cream conservator and a compresser and 
motor from a small refrigerator. The body 
heat of a patient could be reduced by 
pumping a cooling fluid from the unit 
through special blankets of sheet rubber 
and canvas fitted with internal tubing, but 
the equipment was still only effective to 
assist hypothermia. Over 50 operations 
have been conducted in the South Western 
Hospital group in the past three years in 
which these principles have been applied, 
and as a result of the successes achieved 
Lord Weir undertook to present a completely 
new unit to continue and encourage work in 
this direction. 

This new unit is now waiting to be in- 
stalled at the Southern General Hospital 
and incorporates a refrigerating plant for 
cooling the fluid and the means of pre-set, 
thermostatic control of temperature. An 
immersion heater, similarly controlled, pro- 
vides a source of heat when hyperthermia is 
required after an operation. The hot and 
cold fluids are circulated through the 
‘blankets’ by a pump, equipped with a 
change-over valve. An electrically operated 
thermometer is also embodied in the design 
to indicate accurately the temperature 
changes in the patient. 


A PARTY OF AFRICAN JOURNALISTS fre- 
cently visited Larkfield Hospital, Greenock, 
and the new experimental unit opened last 
November. The visit was sponsored by 
the Colonial Office and the Scottish Home 
Department. 
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‘Royal College ofNursing 


Sister Tutor Section 


Kent Sister Tutor Section.—A visit to 
Finchden Manor, Tenterden, Kent, where 
Mr. G. A. Lyward has had some outstanding 
results, has been arranged for Saturday, 
September 15, at 3 p.m. Subject: Social 
Rehabilitation. Travel: by bus from Maid- 
stone or Ashford. 


Public Health Section 


Public Health Section within the Ports- 
mouth Branch.—All nurses will be welcome 
to a meeting at Queen Alexandra Hospital, 
Cosham, Portsmouth, on Tuesday, Septem- 
ber 18, at 8.30 p.m., when Mr. J. A. 
Seymour- Jones, F.R.C.S., consultant surgeon 
in ear, nose and throat diseases, will lecture. 


Occupational Health Section 


Birmingham Group.—There will be a 
meeting at Bethany House, Lench Street, 
on Wednesday, September 12, at 6.40 p.m. 
Miss E. M. Caton, sister-in-charge, Court- 
aulds Ltd., will give a talk on her experience 
as a member of the Duke of Edinburgh's 
Study Conference at Oxford. Non-members 
welcome. A short business meeting will 
follow the talk (members only). 

North Eastern Metropolitan Group.—A 
meeting will be held, by kind permission 
of Fords, Dagenham, Essex, on Tuesday, 
September 11, at 6.30 p.m. Dr. Paviere 
will speak on Tuberculosis in Industry. 
Travel; District Line to Dagenham Heath- 
way Station, then 175 bus to the Works, 
or 148, 145 or 87 buses to Princess Cinema, 
New Road and then 175 bus. 


Branch Notices 


Chelmsford and District Branch.—An 
executive committee meeting will be held 
at Chelmsford and Essex Hospital on 
Monday, September 17, at 5.30 p.m., 
followed by a Branch meeting at 6.30 p.m. 

Chesterfield Branch.—A general meeting 
will be held at Ramceroft Colliery on 
Wednesday, September 19, at 6.15 p.m., by 
permission of the management; East 
Midland Division, National Coal Board. 
After the meeting members will be con- 
ducted round the medical centre, etc. Will 
members who intend going underground 

lease take their own towel and soap. 
embers will leave Chesterfield Royal 
Hospital at 6 p.m. prompt. 

Harrow, Wembley and District Branch.— 
A general meeting will be held at Hendon 
Isolation Hospital, Goldsmith Avenue, 
Hendon, by kind permission of Miss Wyse, 
matron, on Tuesday, September 11, at 
8 p.m. A selection of gramophone records 
will be given by Mr. L. C. Howard at 8 p.m. 
All nurses welcome. 

Manchester Branch.—Mr. R. C. McMillan, 
director, Parks and Cemeteries Department, 
Manchester Corporation, will give an illus- 
trated lecture at Manchester Royal Infirm- 
— Monday, September 17, at 6.30 p.m. 

orth Eastern Metropolitan Branch.—A 
Branch general meeting will be held at the 
Australasian Hospital, Dr. Barnardo’s 
Home, Barkingside, on Wednesday, Septem- 
ber 19, at 6.30 p.m., to be followed by a talk 


RovyAL COLLEGE OF NURSING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
Be.rast: 6, College Gardens 


on the work of the home by Miss A. Patter- 
son. TJvavel (corrected directions): take a 
Hainault train, Central Line, to Barkingside 
(the home is close by); or buses 26, 129, 
167 to Cranbrook Road. 

Redhill, Reigate and District Branch.—An 
executive meeting, followed by a general 
meeting, will be held at the East Surrey 
Hospital, Redhill, on Thursday, September 
20, at 5.30 p.m. and 6.30 p.m. After the 
business meeting there will be a talk on 
Pension Safeguards, by our vice-president 
Mr. Wood-Smith. 

Stafford and District Branch.—-A general 
business meeting will be held at Stafford 
General Infirmary on September 13 at 7.15 
p.m., followed at 8.30 p.m. by a talk, to 
which non-members are cordially invited, on 
Work and Health, by Miss Pemberton, chief 
nursing officer, Boots Pure Drug Co., 
Nottingham. 

Windsor, Slough, Maidenhead and District 
Branch.—An open meeting will be held at 
King Edward VII Hospital on Wednesday, 
September 12, at 8 p.m. Mrs. Weston 
(Constance Spry trained) will be demonstra- 


ting flower arrangements. Friends are 
welcome; student nurses especially invited. 


Portsmouth Branch 


Portsmouth Branch held a successful 
bring-and-buy sale on matron’s lawn at the 
Queen Alexandra Hospital on August 14. 


' Proceeds were for Branch funds. A general 


meeting followed. 


ROYAL COLLEGE OF NURSING 
APPEAL 

for the Nation's Fund for Nurses 
We would like to express our gratitude 
and appreciation this week to one of our 
Branches for the very large donation of /64. 
It represents much hard work and en- 
thusiasm and we send our thanks to all 
who helped. We thank also the other 

donors, some of whom help so regularly. 
Contributions for week ending September 1 
£ s. d. 


Mrs. Thomas (a grateful patient) , a 
Miss E. F. Sutcliffe (a retired nurse) .. = 10 O 
* In memory of Miss C. Cazalet’. Sent by Mrs. 
Wrexham and District Branch. Proceeds of a 
garden fete ee 0 0 
The General Hospital, Sunderland. Monthly 
College Member 30195. Monthly donation .. 2 0 
Total £71 2s. 
E. F. INGLE, 


Secretary, Royal College of Nursing Appeal for the 
Nation's Fund for Nurses, la, Henrietta Place, Cavendish 
Square, London, W.1. 


Additions to the Library 


American Nurses’ Association. Facts about 
Nursing; a statistical summary 1955/6*f 
(New York. The Association, 1956). 

British Empire Cancer Campaign. 33rd 
Annual Report, 1955' (British Empire 
Cancer Campaign, 1956). 

Brooks, Stewart M. Basic Facts of Gen- 
eral Chemistry* (Philadelphia. Saunders, 
1956). 

Brown, M. L. Occupational Health Nurs- 
ing* (New York. Springer, 1956). 

Bruce, J. H. Aids to Medicine (sixth 
revised edition) (Bailliére, Tindall and 
Cox, 1956). 

Button, D. Mathematics for Nurses: a 
course for pre-nursing students (Faber, 
1956). 

Cameron, H. C. The British Paediatric 
Association, 1928-1952 (The Association, 
1956). 

Central Health Services Council. Central 
Health Services Council Report, 1955f 
(H.M.S.O., 1956). 

Colson, John H. Postural and Relaxation 
Training (Heinemann, 1956. 

Ellis, Richard W. B. Disease in Infancy 
and Childhood’ (second edition) (Living- 
stone, 1956). 

Epstein, E. Skin Surgery (Kimpton, 1956). 

Farrell, G. The Story of Blindness (C.U.P., 
1956). 

Ferguson, I. L. and E. S. Mathematics of 
Dosages and Solutions for Nurses* 
(Philadelphia. Saunders, 1956). 

Gesell, A. and Ilg, F. L. Youth: the years 
from 10-16 (Hamilton, 1956). 

Hitch, M. Aids to Medical Nursing (fifth 
edition) (Bailli¢re, Tindall and Cox, 1956). 

James, B. The Food and Drugs Handbook 
—being a guide to the Food and Drugs 
Act (Hadden, Best, 1955). 


Johnson, Wendell and Leutenegger. R. R. 
(eds.). Stuttering in Children and Adults; 
30 years of research at the University of 
lowa (O.U.P., 1956). 

Leach, M. M. Children in Hospital— 
paediatrics for the general hospital 
nurse (Faber, 1956). 

Le Vay, D. Life of Hugh Owen Thomas 
(Livingstone, 1956). 

McLetchie, J. L. and O'Neill, E. N. Hand- 
book for Dispensary Attendants and 
Medical Field Assistants (O.U.P., 1956). 

Manson-Bahr, Sir Philip. The History of 
the School of Tropical Medicine in London 
1899-1949 (Lewis, 1956). 

Martin, Marjorie F. Introduction to Human 
Biology (E.U.P., 1956). 


Medical Annual, 1956". (Bristol. Wright, 
1956). 
Moroney, J. Surgery for Nurses (fourth 


edition) (Livingstone, 1956). 

Pavey, A. Nutrition and Diet Therapy 
(second edition) (Faber, 1956). 

Pearce, A. Complete Handbook of 
Hygiene in Questions and Answers (ninth 
revised edition) (Faber, 1956). 

Sadove, M. S. and Cross, J. H. The 
Recovery Room: immediate post- 
operative management* (Philadelphia. 
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A regular order with your news- 
agent will make sure of your 
NURSING TIMES 


Obituary 


Miss L. Pettitt 

Miss Lillian Pettitt, whose death occurred 
at the age of 53 on July 24, following injuries 
sustained in a fall, was a well-known figure 
in Derby and district. A native of Stock- 
port, she had been matron of the Derbyshire 
Hospital for Women for 21 years and pre- 
viously assistant matron for two years. 
Miss Pettitt trained at Oldham Royal 
Infirmary, took midwifery at Guy’s Hospital, 
was night sister at Kidderminster Hospital 
and also worked at the London Central Ear, 
Nose and Throat Hospital and the Northern 
Hospital, Liverpool. Before taking up her 
appointment at Derby, Miss Pettitt was at 
Bootle General Hospital. | 

For the last 15 years she was secretary 
of the East Midlands Branch of the Associa- 
tion of Hospital Matrons and representative 
on the executive committee. She was 
county nursing officer of the St. John’s 
Ambulance Brigade, and one of the exam- 
ining officers for Derbyshire. Miss Pettitt 
had been an active member of the Derby 
Branch, Royal College of Nursing, for many 
years. She was chairman of the Branch 
from 1945-48 and had been treasurer for 
three years up to her death. She was an 
enthusiastic tennis player and arranged the 
Derby Branch Inter-hospitals Tennis Tour- 


nament for many years. . Her enthusiasm’ 


and energy will be deeply missed by all 
members of Derby Branch. 


Appointments 


Springfield Hospital, Tooting 

Miss KATHLEEN A. BAKER, S.R.N., R.M.N., 
R.M.P.A., has been appointed MATRON. Miss 
Baker, who took up her appointment on 
September 2, trained at Knowle Hospital, 
Fareham, and Northampton General Hos- 
pital. After serving as deputy ward sister 
at Park Prewett Hospital, Basingstoke, and 
as ward sister at Warneford Hospital, 
Oxford, she was appointed assistant matron, 
Barrow Hospital, Bristol. She was subse- 
quently deputy matron at St. Ebba’s 
Hospital, Epsom. 


Dundee Royal Infirmary 


Mes E. P, 
WILKIE, R.G.N., 
S.C.M., has been 
appointed 
Matron. After 
training at Dun- 
dee Royal In- 
firmary, Miss 
Wilkie became 
a sister at the 
Women’s Hos- 
pital, Dundee. 
Returning to 
her training hos- 
pital, she held, 
successively, the 
posts of ward 
Sister, night 
superintendent, assistant matron and deputy 
matron. She assumes the matronship of the 
hospital on October 1. 


Army Nurses 
The following joined for first appointment 
as Lieutenants in Queen Alexandra’s Royal 


Army Nursing Corps on August 8, 1956. 
Miss J. Bushby, Miss D. E. Butler, Miss 
V. C. Cross, Miss K. B. Dean, Miss P. M. 
Doughty, Miss A. Ewart, Miss N. M. Funnell, 
Miss E. M. N. Lindsay, Miss R. Martin, 


' Miss A. W. Moody, Miss P. M. Murphy, 


Miss E. Ord, Miss E. I. J. Scharenguivel, 
Miss M. M. Stevens, Miss M. E. Walters, 
Miss M. H. Whitford, Miss S. M. Williams, 
Miss A. Wright-Motion. 


Oversea Nursing Service 

The following appointments have been 

made by Queen Elizabeth’s Oversea Nursing 
Service. 
« Promotions and Transfers. Regional 
matron—Miss A. L. Cooke, Gold Coast; 
matron, grade 1—Miss I. M. Whitechurch, 
Tanganyika; matron, grade 2—Miss E. 
Glynn, Tanganyika; sister tutor—Miss 
V. E. M. Allen, Western Region, Nigeria; 
nursing sisters—Miss H. Burnham, North 
Borneo; Miss C. J. Hunter, Tanganyika; 
Miss M. W. Neillis, Zanzibar; Miss E. M. 
Walton, Kenya. 

First Appointments. Health visitor— 
Miss M. C. Forres, and nursing sisters—Miss 
J. Barlow, Miss D. N. Birkett, Miss E. 
Carney, Miss J. E. Law, Miss A. McGlasham, 
Miss A. J]. Shorten, Tanganyika; Miss M. 
Bradley, Miss S. M. Woodward, Uganda; 
Miss P. G. Hodges, Federation of Nigeria; 
Miss A. Nicholson, Miss J. Rollinson, Miss 
J. A. Williamson, Kenya; nursing sisters 
(tuberculosis)—Miss E. H. Coomber, Miss 
H. M. Taylor, Singapore. 


How it’s Done: 
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News in Brief 
Miss ELIZABETH BOTHWELL Jongg, 
R.G.N., S.C.M., O.N.C., Of Largs, Ayrshire, 
who is at present assistant matron at the 
Rowley Bristow Orthopaedic Hospital, near 
Woking, Surrey, has been appointed 
assistant matron of the Greenock R 


Infirmary and Larkfield Hospital, Greenock, 
She takes up her duties on October 1. 


HEALTH VISITOR’S PRIZE Essay.—A 
prize of 50 . has been awarded by the 
Royal Society of Health to Miss Phyllis M., 
Scott, lecturer and tutor in social studies, 
University College of the Gold Coast, for her 
essay on How the Health Visitor Can Help 
the Family Towards its Full Development. 


MIss JOSEPHINE SHOUSHANI, public health 
nurse midwife, has been appointed by the 
WHO Eastern Mediterranean Regional 
Office a member of the staff of the Nursing 
Education Project, Libya. 


NURSERY MATRONS’ PRIZE Essays.— 
Miss H. Mary Upton, of the Kingsway 
Creche, London, C.2, and the nursery 
matrons of Stoke-on-Trent Day Nursery, 
share a prize of 20 gns. awarded by the 
Royal Society of Health for the best essay 
on The day-time care of the ‘ under-five’ 
whose mother is at work. 


1. The Blood Count 


by BRIAN SMORTHWAITE, 4.1.M.1.T. 


" OW many red cells are there in 
normal blood ?’’ asked the junior 
student nurse. 

‘Four to five millions per cubic milli- 
metre ’’. I told her. | 

“Then how on earth do you manage to 
count them ? ’’ she asked. 

So I invited her to come along to the 
laboratory so that I could show her the 
technique of the blood count. 

Dilution 

The first step in a blood count, having 
obtained a sample of blood, is to dilute it. 
For this purpose, a known volume of the 
blood sample is drawn into a pipette and 
then delivered into a known volume of 
diluting fluid. Sometimes the dilution is 
carried out in a special pipette with a thin 
stem, beyond which is a bulb. Blood is 
drawn up by suction to a mark on the 
stem. The pipette is filled to a mark beyond 
the bulb with diluting fluid. Different 
pipettes are used for red cell counts and 
white cell counts and the resulting dilutions 
of the original blood are 200 and 20 respec- 
tively. That is, if the sample contained 
five million red cells per cubic millimetre, 
the diluted sample will contain one two- 
hundredth of that number, that is, 25,000 
per c.mm. Similarly, if the sample con- 
tained 5,000 white cells per c.mm., the 
mixture in the pipette used for the white 
cell count will contain 250 per c.mm. 

In the red cell count, the diluting fluid 
is such as will not. alter the size or shape 
of the cells. In the case of white cell 
counts, the fluid used destroys the red cell 
altogether, leaving the white cells intact 
and clearly visible under the microscope. 

Dilution is the first simplification of the 
problem of cell counting. Next is the use 
of a special slide called a haemocytometer. 
This consists of a thick glass slide with a 


shallow trench across its width. Over this, 
a very thin glass cover fits tightly. The 
space between slide and coverglass is then 
filled with the diluted blood. The space 
into which the mixture is delivered is 
exactly one-tenth of a millimetre in depth. 
When the cells have settled, the slide is 
placed under the microscope. 


Red Cell Count 

On the base of the trench in the haemo- 
cytometer is etched a network of very fine 
lines. The result is a number of squares 
of known area. This area is, in fact, one 
four-hundredth of a square millimetre. 
Thus, as the depth of the trench is one- 
tenth of a millimetre, then the volume 
occupied by one square must be one four- 
thousandth of ac.mm.; 80 of these squares 
are examined and the number of red cells 
in each is noted. Suppose the total for 
all 80 squares is 500. This is the number 
in eighty four-thousandths, or one-fiftieth 
of a cmm., of the diluted blood. To obtain 
the figure for one cubic millimetre of whole 
blood, 500 must be multiplied by 50, and 
then by 200 to allow for the dilution of the 
sample. That is to say, the number of 
cells counted must be multiplied by 10,000. 


White Cell Count 

The counting procedure for white cells 
is slightly different. In addition to being 
divided into the small squares used for the 
red cell count, the base of the trench is 
also divided into larger squares, one square 
millimetre in area. Each is one-tenth of a 
c.mm. in volume. The number of cells in 
one of these squares is counted. Say the 
result of this count is 25. This figure is 
multiplied by 10, to give the number in 
one c.mm. of diluted blood, and by 20 to 
give the figure for one c.mm. of undiluted 
blood. That is 25 times 200, which gives a 
white cell count of 5,000 per c.mm. 
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VITAVEL 
SYRUP 


VITAMIN SUPPLEMENT 
FOR ALL AGES 


Here is a liquid supplement that is truly delicious 
—Vitavel Syrup. This careful blend of real 
orange juice and liquid glucose with vitamins A, 
B,, C, and D is readily acceptable by patients of 
all ages and dispositions. 


One fluid ounce contains at time o manufacture :-— 


VITAMIN A 20,000 i.u. VITAMIN D 3,000 iL.u. VITAMIN By 4 mg. 
VITAMIN C 80 mg. LIQUID GLUCOSE B.P. 25% Ww 


BEMAX stabilized wheat germ 


This richest natural vitamin-protein-mineral 
supplement is now available in two flavours, 
plain and chocolate-flavoured (of special 

). 


appeal! to 
PREGNAVITE during pregnancy. 
A vitamin-mineral 
ally ply 


of pregnancy 
(DEPT. Q 1), 


”% VITAMINS LIMITED 2 UPPER MALL, LONDON, W.6, 


TURN TO 
NURSE 
FOR 
GUIDANCE 


How natural it is for the 
young harassed mother to 
turn to Nurse for help and 
guidance with her little one. 
And Nurse does not fail 
her. She willingly passes 
on the benefit of her know- 


ledge and experience. 


That is why so many 
Nurses recommend 
Steedman’s 
why so many 

copies of Stedman's. little 
td book “Hints to 


Mothers ”. 
“I have found the 


powders very beneficial .. . 
and the invaluable 


MOTHERS 


pleased to leave one at each 
maternity case,’ writes a 
Nurse, who has evidently 
proved for herself the 
excellence of Steedman’s 
Powders, made to a 
modern a ved pre- 
scription which contains 
no calomel. 


Many Nurses appreciate 
the opportunity of distri- 
buting our, famous “ Hints 
to Mothers” booklet. Well 
bound for durability, it 
deals with symptoms and 
treatment of every childish 
ailment and tells what to do 
in cases of accident or 
serious illness while await- 
ing the doctor. 


You, too, will find 
mothers delighted to re- 
ceive a copy and we will 
gladly send a supply free 
and post free on request. 


JOHN STEEDMAN & CO., 
270T, WALWORTH ROAD, 
LONDON S.E.17 


© mothers. I am always 


during pregnancy 


Where hyperacidity is diagnosed, 
the pregnant patient’s distress can 
be promptly relieved by De Witts 
Antacid Powder. This effective 
preparation contains one of the 
fastest acid neutralisers available 
and has long been professionally 
recommended, For digestive 
troubles caused by excess acidity, 
De Witts well-balanced formula 
provides prolonged relief from 
pain and discomfort. A teaspoonful of De Witt’s Antacid 
Powder in half-a-tumbler of water is an effective dose 
_s pleasant to take Obtainable from chemists every- 
Ww 


Trial size 1/10, medium 5 oz. size 3/5, large 10 oz. size 5/9. 


Also De WITT’S ANTACID TABLETS for 
prompt relief away from home. In handy tear- 
off strips of sealed No water 
needed. Pleasan vour. All chemists, price 

1/7 and 3/2. 


ANTACID POWDER & TABLETS 
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Nursing 
School News 


Right: EAST END MATERNITY HOSPITAL, 
London. Prizewinners with, seated centre, Mr. R. J. 
Fenney, who presented the awards; the Dowager Lady 
Ebbisham; Councillor A. E. Seeley, Mayor of Stepney, 
and (extreme right) Miss T. V. Powell, matron. 


East End Maternity Hospital 


IDWIVES are not usually considered 
as part of Britain’s exports. Mr. R. J. 
Fenney, M.B.E., made this point in his 
address when he presented prizes and 
certificates to 34 pupil midwives successful 
in passing Part | of the C.M.B. examinations. 
Miss T. V. Powell, matron, spoke warmly 
of her trained staff who had to give up 
off-duty hours and cope with language 
difficulties. She said that it was due to 
them that the high standard of training 
had not suffered because of the shortage 
of trained staff. 
Many of the pupil midwives who 
received certificates and prizes came from 
abroad. The prize for all-round progress 


Nursing Times, September 7, 1956 


Above: YARDLEY and perseverance was won by Miss M. K. 
GREEN HOSPI- Kanzian from Austria. Sister Elizabeth 
TAL, Birmingham. (Flannery) and Miss R. A. Manning won 
Prizes were presented the Florence Johnson Memorial prize; 
by Mr. V. W. Gros- highest marks in the hospital examinations 
venor, C.B.E., chair- were obtained by Miss M. L. Koenig, Miss 
man, Birmingham J. I. Keetch, Miss P. Nuttall and Miss 
Regional Board. Mary C. Genner. 


Left above: HAM GREEN HOSPITAL, Pill, Nr. Bristol. 
Lady a the prizes, including the Sister Minett 
prize to Mr. E. Hanks and the tuberculosis prize to Miss H. M. 
Flanagan. (Photo: Bristol Evening World] 


Above: BIRKENHEAD GENERAL HOSPITAL. 
Centre, Miss A. E. Squibbs, principal sister tutor, General 
Infirmary at Leeds, who presented the awards, with, on her left, 
Miss C. Menzies, matron, and Miss Barnett, principal sister tutor. 
Miss E. Wales and Miss G. Roberts won the Glover Snow prize. 


Left: GROVE PARK HOSPITAL, Lewisham. Priz- 
winners with the Countess of Limerick, vice-chairman, British 
Red Cross Society, who presented 13 B.T.A. Certificates. 
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TUMOUR IN 


although I did not then realize it, was 

when I decided to give up cycling. This 
was about a year or so before the operation. 
Shortly afterwards I gave up driving a car 
too. Both were getting a little precarious it 
seemed to me. Too much traffic on the 
roads I told myself! Simultaneously I was 
beginning to walk unsteadily. This got to 
the point where I sometimes wondered if a 
policeman would stop me and ask if | was 
all right ! 

Then I got headaches up the back of the 
head, especially when I exerted myself. 
Occasionally they made me hold my head 
and wait for worse to happen. It didn't. 
They were the only real physical pain | ever 
had. I used also to find that things un- 
accountably slipped out of my right hand 
once in a while, and that it took a good half- 
hour or more to awaken fully in the morning 
after getting up. Upon coming indoors the 
pictures appeared to sway back and forth 


| siougn’ back, perhaps the first sign, 


on the walls, but this was put down to the 


change of temperature |! Such is the 
fertility of one’s imagination. I noticed too 
that I was getting deaf and rather uncom- 
fortable in one ear. 

All these things got gradually worse, but 
I became convinced something was very 
wrong only when my eyesight got so bad 
that I had finally to decide on glasses. 

I was then told that the black specks in 
my eyes, which I had tried unsuccessfully 
to wash away with water, were due in fact 
to an internal haemorrhage that was going 
on in them. This in turn was due, as lI 
learnt later, to the tumour in my head 
which could and did grow larger as time 
passed. 


Insidious Attack 


By now I was thoroughly tired of almost 
everything. Nothing seemed te have any 
bite and kick—or was it rather that I just 
couldn't care less what happened ? At any 
rate, that, I find, is the effect tumours 
produce on one. But what I resent most 
perhaps is the insidious, stealthy, gradual 
way in which these things attack one so that 
a person is totally unaware of what is 
happening, or of just how far he has 
descended without knowing it. It can be 
very disconcerting. 

At this point I was whisked off to 
hospital where I was X-rayed and, at the 
end of a week, sent on to London. Here it 
was again the same tests with, this time, 
a number of new ones. One of them, which 
tather sticks in my mind, is that I found I 
could not walk along a straight line, placing 
one foot immediately in front of the other. 
I thought I could, but oh ! how wrong I was. 


The Operation 


And then, after about seven days, came 
the operation. Little did I realize what I 
was in for, but not because I was physically 
hurt. That just did not happen. To begin 
with, my hair was removed and the head 
shaved. Then, after an interval, a semi- 
circular incision, about three inches across, 
was made in the back of the head, and two 
small holes were also made in it. None of 
these things was ever at any time felt, but 
they did not sound so good! I imagine a 


by G. A. IBBETSON 


local anaesthetic was given first. 

This was .the preparatory work, and 
during it the surgeons were not actually 
seen. Only a voice was heard from time to 
time. I was then moved into what I took 
to be the special X-ray room, and there 
ceased to take any further interest in the 
proceedings, for I lost consciousness. The 
injection that produced this result must, I 
think, have been in the back of the neck or 
head, and it was certainly most kindly and 
tactfully done as I still do not know to this 
day just where, or when, or by whom it was 
given. Nor am I going to ask any questions 
on the subject lest I find out ! 

Upon regaining consciousness I found 
myself in bed, and it was night for the 
electric lights were on. I would not insist 
that it was necessarily the same day as the 
operation. I don’t know now, and didn't 
care then. 


Results 


Some things struck me fairly soon as 
being rather strange, and left behind them 
a certain puzzled feeling which I always 
settled for the time being by falling asleep 
again. Perhaps the first of these was an 
unnatural difficulty in differentiating be- 
tween the wall opposite ‘and the ceiling. I 
found it very difficult to tell which was 
which. They merged. And two screens 
seemed to me to be upside down. It needed 
a real mental effort to put these things 
right. I noticed too that I had a stand near 
the foot of the bed and that on it was a 
bottle containing a white, transparent 
liquid. This was connected to my ankle by 
a tube. I was being given an intravenous 
injection. This lasted two days or so, I 
think, and the needle must have been 
removed from my ankle when | was asleep 
as I was not aware of it. 

Then I thought I was speaking correctly 
and clearly, but to my vague astonishment 
the nurses all said “‘ What ?’’ I could not 
make out why for a long time; for days. 
My right hand seemed also to be very dis- 
obedient: it either dropped things, or threw 
them down in a clumsy sort of way. My 
right eyelids had a stitch holding them 
together, which was to me _ extremely 
curious. I had not expected any of this. 
And perhaps it. was as well thus. 

My first attempt to hoist myself up in 
bed made in anticipation of a coming meal, 
was not altogether successful. My right 
wrist gave way in the middle of it. This, I 
thought, is evidently a business to be 
approached with some caution. I well 
remember too being more or less lifted out 
of bed into a chair a little later on: one’s 
second childhood had indeed descended 
upon one with quite amazing and breath- 
taking suddenness. 

Fichu; foutu; fini; fauché comme des 
blés ! Yes, I really thought so at the time. 
I could not see well enough to read the 
paper. I could hardly write. I could 
scarcely stand. The question of walking 
did not even present itself and, worst of all, 
I could not enter into any part of conversa- 
tion except the simplest. I was too slow. 
My brain did not work properly. In many 
ways I was really in my second childhood, a 
premature one. 

Most of the things that were then being 


THE HEAD 


done around me were much beyond my 
physical capabilities and, likewise, the 
implications of many things said were far 
beyond my mental understanding. It was 
always these implications, rather than the 
things themselves, which I found so 
nebulous and elusive. The reason, | think, 
was because my mind refused to function as 


it should. For example, I recall being told. 


on several occasions that I could go and see 
a plastic surgeon. 1 might have asked my- 
self why | should see such a person. Later, 
much later, | learnt that certain muscles 
would never work again: hence the necessity 
for doing so. But the point I would like to 
make is that meanwhile, despite a number 
of kindly attempts to stimulate and urge it 
into action, the penny just did not drop. 
The implications were quite out of my 
mental reach. It would seem possible to 
accustom oneself to an idea without 
necessarily seeing what it means. 

Similarly, if a question was asked, or 
anything was said, | either gave a part 
answer, a wrong answer or, more often, no 
answer at all. Silence was then my saving 
grace and my main refuge. It was never 
more golden! But for other people this 
must have been like coming up against a 
stone wall, or to a cul de sac: there was‘a 
halt, and no progress. Sometimes, how- 
ever, I gave the correct answer, and that 
was a brief moment of triumph! Generally 
speaking, perhaps my obvious pauses for 
the right word constituted one of my most 
noticeable failings at this stage; and were 
also the measure of my mental stiffness at 
that time. In many ways it was all rather 
like being in Alice in Wonderland. 

If | had now passed the point of lowest 
ebb, then I had almost certainly reached 
that of greatest discomfort. It might have 
been a lot worse. The road home to health 
and activity, which I had just begun, 
seemed a bit steep in places, but it was 
always made easier, much easier, by the 
smiles and kindness I received on the 
way. One can feel humble without being 
humiliated. 


The Odds 


To those who come later for the same 
operation I would say, ‘‘ Take heart. Few 
things are ever really quite as black as they 
sometimes look ; especially in the beginning.’’ 
And I hasten to add that the number of 
people who get a tumour in the head, as 
distinct frgm one elsewhere, seems to me to 
be extremely small. A quarter of 1 per 
cent. would be one in 400, but I doubt very 
much if so many get it. At a guess, and in 
the apparent absence of any statistics on 
this subject, | would tentatively suggest 
that perhaps one in 5,000 or even one in 
10,000, might be nearer the mark. So your 
chances. of not being troubled in this way 
would seem excellent. 

I am told on good authority that until a 
very few years ago the medical profession 
was not keen on head operations. They 
were generally considered to be uncertain 
and more or less precarious. The death rate 
was high. This was confirmed in a letter 
from Paris where patients fared no better. 
It said, in effect, that a few years ago one 
knéw of head tumours only by autopsy. 
Reading between the lines, I got the 
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